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THE BRITISH DRUG 


ANACARDONE 


(NIKETHAMIDE B.D.H.) 


The Non-toxic Cardio-respiratory Stimulant 


Anacardone is issued for routine use in all forms of cardiac and respiratory 
collapse and shock, and it may be administered orally, intramuscularly, 
intravenously or intracardially, according to the degree of urgency. 


Particulars of dosage on request 


HOUSES 


LONDON Nii 


‘* Should be in the possession of every medical man.” 
— GLASGOW MEDICAL JOURNAL, 
RINARY SURGERY 
A Handbook for the General Practitioner. 
By W. K. IRWIN, M.D., F.R.C.S. 
Surgeon, St. Paul’s Hospital for Genito-Urinary Diseases. 
“Clearly written...furnishes the practitioner with information of 
great practical value in his everyday work.’’—BrirT. MED. JouR. 
SECOND EDITION. REVISED AND D. 
Price 10s. 6d. (postage 6d.) 
Bailliére, Tindall & Cox, 7 & 8, Henrietta-street. London, W.C.2. 


(TECHNIQUE OF GASTRIC OPERATIONS 
By RODNEY MAINGOT, F.R.C.S. 
Pp. 252 117 Illustrations on 54 Plates 15s. net 
“A valuable addition to any surgeon’s library.” 
—PostT-GRADUATE MEDICAL JOURNAL 
Oxford University Press London, N.W.10 


ONTROL OF COMMON FEVERS. 


By twenty-one Contributors. nged by 
Dr. ROBERT CRUICKSHANK and EDITOR OF THE LANCET. 


Demy 8vo. 361+ vi pages. 33 Graphs. 38 Tables. 
12s. 6d. net + 6d. postage. 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2. 


Third Edition. 7s. 6d. net + 4d. postage. 
RINCIPLES OF MEDICAL STATISTICS 
By A. BRADFORD HILL, D.Sc., Ph.D. 
Demy 8vo. 189 + vii pages. 9% Graphs. 22 Tables. 
A notable 
The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2. 


Demy 8vo. Pp. 328 + xii. 12s. 6d. net. 
INTRODUCTION TO 
ISEASES F THE CHEST. 
By JAMES MAXWELL, M.D. (Lond.), F.R.C.P. (Lond.). 
Hodder & Stoughton Ltd., 20, Warwick-square, E.C.4. 


SECOND EDITION IN PREPARATION. 


ISEASES OF THE THYROID GLAND. 
WITH SpEcIAL REFERENCE TO THYROTOXICOSIS. 
By CECIL A. JOLL, M.S., B.Sc., F.R.C.S. (Eng.), 
Crown 4to. Fully illustrated. £3 3s. net. 

“No praise is too high for the author of this great book. 
It must be considered as the standard work on thyroid disease. 
Its pages summarise all that is known of this most interesting 
subject at the present day."-—WrEsT LONDON MEDICAL JOURNAL. 
William Heinemann (Medical Books) Ltd., 99, Great Russell- 

street, London, W.C.1. 
Free to the Medical Profession on request. Cloth bound Ed. 5s. 
RTIFICIAL LIMBS. 
“SOLVITUR AMBULANDO” 
A Symposium on Prosthetic Achievement. 

Pp. 72. 37 Coloured Plates. 

“T congratulate you on this interesting, instructive, and 
artistic production. I consider it to be a very great addition 
to my library.’’-—M.B., Ch.B., F.R.C.S. 

J. E. Hanger & Co., Ltd., House, 
Roehampton, 8. W.1 


HE CARE OF TUBERCULOSIS IN THE 
HOME 
By JAMES MAXWELL, M.D., F.R.C.P. 
Assistant Physician and Demonstrator of Practical 
Medicine, St. Bartholomew’s Hospital; Physician 
Royal Chest Hospital ; Consulting Physician, Royal 
National Sanatorium, Bournemouth 
Demy 8vo. 106+xii Illustrations. 7s. 6d. net, plus postage 


Hodder & Stoughton, Ltd., 20, Warwick-square, London, E.C.4 


NDOCRINE DISORDERS IN CHILDHOOD 
AND ADOLESCENCE 
By H. 8S. LE MARQUAND, M.D. (Lond.), M.R.C.P. (Lond.), 
Pageidion, Royal Berkshire Hos ital ; 
and F. H. W. TOZER, M.D. (Lond.), M.R.O.P. (Lond. » 
Sometime Clinical Assistant, Reval Berkshire Hospital 
Demy 8vo 298 + x pages Illustrated 15/- plus postage 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


: Th ree New Books 


THE RADIOLOGY OF 
BONES AND JOINTS 


Radiological Demonstrator in Living 
Anatomy, University of Birmingham. 
Third Edition 


404 Ilustrations. 45s. Illustrations. 


THE DIABETIC LIFE 
Its Control by Diet and Insulin 
By J. F. BRAILSFORD, M.D., F.R.C.P., By R. D. LAWRENCE, M.D., F.R.C.P., 


Physician in charge of Diabetic Department, F.RC.P., D.P.H., 
King's College Hospital. 


Thirteenth Edition 


MEDICAL BACTERIOLOGY 


Descriptive and Applied 
(Including Elementary Helminthology) 
By L. E. H. WHITBY, C.V.O., M.D., 


Bacteriologist, The Bland-Sutton Institute of 
Pathology, The Middlesex Hospital 
Fourth Edition 
10s. 6d. 81 Illus strations 14s. 


‘THE MEDICAL DIRECTORY 1944 


The cordial reception accorded to the Centenary volume is much appreciated by the publishers. Should the possessor of 
a copy feel that he can spare it for National Service, will he kindly return it to J. & A. Churchill, who will be pleased to allow 
full credit. They are receiving many requests for copies, which they are unable to fulfil. 


J. & A. CHURCHILL LTD. 104 GLOUCESTER PLACE LONDON W.! 
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Testosterone Propionate 
and Methyl-testosterone B.D.H. 


_ androgen therapy is indicated, Testosterone Propionate B.D.H. 
is the preparation of choice, for it is the male hormone in its most effective form. 
It is considerably more active intramuscularly, weight for weight, than Methyl- 
testosterone B.D.H. when given in tablets by mouth; the latter, however, has been 
proved to be valuable for supplementing treatment by injection, or entirely replacing 
it when injections are not practicable. 


Indications for androgen therapy are eunuchoidism and genital infantilism in the 
male, impotence and loss of libido and the recognised syndrome of the male 
climacteric. This syndrome is characterised by declining sexual activity, disturbances 
of micturition, undue fatiguability both mental and physical, emotional instability 
and insomnia. Testosterone Propionate B.D.H. may be found helpful also in 
counteracting the senile and degenerative changes associated with premature aging. 


‘In the female, androgen therapy is indicated to antagonise excess oestrogen secretion 


in resistant cases of functional uterine bleeding and chronic mastitis. 


Testosterone Propionate B.D.H. is issued in solution in ampoules containing 5 mg. 
per c.c., 10 mg. per c.c. and 25 mg. per C.c. 


Methyl-testosterone B.D.H. is issued in tablets containing § mg. 


Details of dosage and other relevant information concerning Testosterone Propionate 
B.D.H. and Methyl-testosterone B.D.H. will be gladly supplied on request. 


THE BRITISH DRUG HOUSES LTD. LONDON N.I 


Telephone: Clerkenwell 3000 Telegrams: Tetradome Telex London 
SHor/E/126 
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THE LANCET 


A JOURNAL OF BRITISH AND FOREIGN MEDICINE, SURGERY, OBSTETRICS, 
PHYSIOLOGY, CHEMISTRY, PHARMACOLOGY, PUBLIC HEALTH, AND NEWS 


No. 6290 


LONDON : SATURDAY, MARCH 138, 1944 


CCXLVI 
THE WHOLE OF THE LITERARY MATTER IN THE LANCET IS COPYRIGHT 
ORIGINAL ARTICLES LEADING ARTICLES PARLIAMENT 
Surgery in the Field: 1. Abdo- Nor Any Drop To Drink........ 375 Onthe Floor of the House ....... 387 
minal Wounds m1. Abdomino- Tue Movutp ANTIBIOTICS ....... 375 From the Press Gallery : Nutrition 
thoracic and ThoracicW ounds— REVASCULARISATION OF THE and Infant Mortality Secscsess 387 
Wounds of the Extremities 376 Question Time: Housing—Scot- 
361 Happy GRAUNT .......... 377 tish Nurses’ Salaries—Ministry 
Absorption and Excretion of Sul- of Health Annual Report 
phonamides in Children ANNOTATIONS Medical Man Power—Medical 
MARGARET W. STANIER, BA, The King among the Surgeons 378 Co-education — Mental Treat- 
B SC, THOMAS STAPLETON, BM Questionnaire ................. 377 ment for Service Personnel— 
366 Toxicity of Sulphaguanidine ..... 378 Bananas for Cosliac Disease ... 388 
Confusional Psychoses following Yandell Henderson ............ 378 IN ENGLAND NOW 
Sulphaguanidine Therapy Passive Masseuse, Active Patient 379 AR 
Major J. W. CRoFToN, MRCP, Dangers of Trilene Anesthesia Pe by 
Captain G. Dicore, uecr, Malaria and Migrations ......... 380) eripatetic Correspondents ... 386 
367 Methyl Alcohol Blindness ....... 380 OBITUARY 
Tobacco Smoking and Pulmonary SPECIAL ARTICLES Arthur Donald Griffith, rres 
H. J. V. Morton, MD ....... Die 382 Sir Henry Maudsley, FRcP ...... 391 
Extensive Burns treated in an ciplinary 382 Captain W illiam Hunter Lang, 
Open Irrigation Chamber ‘ MB (portrait) 391 
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Major C. J. LONGLAND, FRCS, 389 Roval Soeiety of Medicine ....... 392 
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The White Paper Reviewed. m1. Nosworthy) 389° Vey real Di. 392 
By a Suburban Practitioner— Shelter Legs (Dr. Keith Simpson) 389 
pson) 359 Peckham Health Centre ........ 388 
iv. By a Provincial Practi- Nursery Schools and Classes for Smallpox in Middlesex 391 
tioner . 384 — (Dr. A. A. E. 389 Research at Papworth and Enham 392 
REVIEWS OF BOOKS Mechanics of Head Injuries (Dr. 
Clinical Parasitology. Colonel E. 8. Gurdjian, Mr. H. R. Weekend Course for Factory MOs 374 
C. F. Craig, mp, Prof. E. C. 389 
374 Radium Satety (Prof. 5. Russ, 
Textbook of Pathology. Prof. 399 ‘Infectious Disease in England and 
J. Martin Beattie, mp, W. E. Shall Bassini Die? (Mr. M. R. ss 
Carnegie Dickson, MD ........ 374 390 - 


This Milk Business. A. G. Enock 374 Sex Ratio (Dr. Hilda de Peyer) .. 390 


Births, Marriages and Deaths .... 392 


damages and 


Members receive UNLIMITED INDEMNITY (subject to the 
Articles of Association) against 
undertaken on their behalf and advice and assistance in all 
matters of professional difficulty. 


The estate of a deceased member is similarly protected. 


Full particulars and application form from:— 
THE SECRETARY, VICTORY HOUSE, LEICESTER SQUARE, W.C.2. 


costs in cases 


THE LONDON AND COUNTIES 
MEDICAL PROTECTION SOCIETY, Ltd. 


President: SIR CUTHBERT S. WALLACE, K.C.M.G., C.B., F.R.C.S. 


Assets exceed £100,000 
Annual Subscription £1 


Entrance Fee 10s. 


(REMITTED TO RECENTLY 
QUALIFIED PRACTIFIONERS) 


4553. 
Gerrard (314. 
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there 
plenty 


The Ministry of Food’s official issue of cod liver oil 
wisely ensures priority supplies for children under 
five and for mothers. But older children and adults 
also need cod liver oil because of its great value in 
maintaining healthy resistance to infection and 
epidemics. 

SevenSeaS pure cod liver oil is now in good supply 
and there is no need for its use to be restricted to 
mothers and young children. 


Therefore we appeal to the Medical, Nursing and 
Pharmaceutical professions to help in informing 
the public of this satisfactory state of affairs. The 
normal professional and commercial services of 
the country are in a position to cater for those 
whose needs are as yet outside the scope of official 
activities. 

For our part, we are devoting our restricted 
advertising space to this purpose. Our advertise- 
ments explain the particular importance of cod 
liver oil in wartime; its value to growth in 
children and the maintenance of reserves of 
nervous-strength in adults. They emphasize the 
good supply position and urge the taking of 
SevenSeaS as a daily ration supplement to make 
good the present lack of fats. 


Issued by 


BRITISH COD LIVER OIL PRODUCERS (HULL) LTD, 


ST. ANDOREW'S DOCK, HULL. 
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Rational Antacid Therapy 


PART from those cases due to actual 
Ac disease. the treatment of the syn- 
drome of symptoms known as indigestion 
generally resolves itself into an attempt to over- 


come hypersecretion of acid and to soothe the 
irritated or inflamed gastric mucosa. 


That ‘‘ Alocol’’ possesses intrinsic qualities 
which render it particularly valuable as a 
gastric sedative and antacid is now well estab- 
lished. Its freedom from the constipating effect 
of bismuth, the laxative action of magnesium 
salts and the gas-forming properties of sodium 
bicarbonate is especially noteworthy. 


f ‘* Alocol,”” 
wath convincing clinical reports and supply 
Jor trial, sent free to physicians on vequest 


Complete chemical history 
** Alocol ’’ forms with the gastric contents a col- 
loidal jelly which has the power of adsorbing free 
hydrochloric acid. Its markedly soothing effect 
on the gastric mucosa promptly relieves pain 
and discomfort. It does not interfere with the 
normal] process of digestion and is free from the 
danger of “ alkalosis.” 


A. WANDER LTD. 
Manufacturing Chemists 


Offices, Laboratories and Factory: 
KING'S LANGLEY, HERTFORDSHIRE 


~ 


Indicated in 


INFLAMMATORY CONDITIONS 


ENLARGED GLANDS, WOUNDS 
NEURITIC PAINS, LUMBAGO 
PAINFUL JOINTS, RINGWORM 
AND OTHER SKIN AFFECTIONS 


ODEX is vastly superior to Tr. Iodi in activity, 

and in antiseptic, resolvent, and inflammation- 
reducing properties, yet it can be applied ad libitum 
even to mucous surfaces. It is therefore ideal for 
external use wherever an entirely bland yet active 
iodine can be of service. The unique characteristics 
of Iodex give it a far wider field of usefulness than 
is possible with any ordinary form of this halogen. 


“ There 1s no virtue in Iodex which is not herent — though 
often latent —in Iodine; and there is no virtue in iodine 
which is not available—in an enhanced degree —in Iodex.” 


IODINE OINTMENT 


MENLEY & JAMES LTD. ¢ 123 COLDHARBOUR LANE « LONDON « S.E.5 
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Members of the Medical Profession 


supplied with bulk quantities 
for prescription purposes 


For prices, apply direct to 
NATURAL GHEMIGALS ST. BELENG, LANCASHIRE 


BOTOL Tablets 


(Indicated in all types of dry cough) 


Apart from its general use in relieving nervous, spasmodic and 
paroxysmal coughs, Codoforme Botol is extremely valuable in the 
treatment of tuberculous and post-operative cough and is in use 
in many hospitals and sanatoria. 


i A codeine-bromoform combination in tablet form, Codoforme 
Botol successfully solves the problem of the administration of 
bromoform. Presented in tablets, soluble only in the intestine, 
it may be used as an efficacious sedative in all forms of obstinate 
cough without causing gastric disturbance or loss of appetite. 


IN PACKINGS OF 20 and 250 TABLETS 


CONTINENTAL LABORATORIES LTD. 
GREAT RUSSELL STREET LONDON, W.C.| 
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Brimstone and Bribery 
are things of the past 


It is no longer necessary to bribe Bobby or Betty 
of the average family with the offer of pennies 
when he or she needs an aid to relieve the 
constipation which frequently occurs in children. 
Agarol is an ideal evacuant in childhood. 

A plain mineral oil emulsion with a small dose of 
phenolphthalein, Agarol Compound has achieved 
such palatability and freedom from oiliness that 
even the most finicky child will accept it 
without fuss. 


Temporary wartime address : 


WILLIAM R. WARNER & CO., LTD., 150-158 KENSINGTON: HIGH STREET, LONDON, W.8 


EtHyL CHLORIDE ANALGESIA 
IN 


DENTAL EXTRACTIONS 


It has been shown (B.M.J., i, 664, 1943) that Ethyl 
Chloride is valuable in obtaining a state of analgesia 
for a period of 60-120 seconds, sufficient to enable 
the operator to carry out one or more extractions or 
any other minor dental operation. 


The technique the authors describe for 
obtaining analgesia is by oral breathing. 
With a minimum of apparatus the authors 
have developed a simple, safe technique 
which is likely to prove of great value, 
especially in aneesthetic-resistant subjects. 


DUNCAN, FLOCKHART & CO. 
i EDINBURGH LONDON 
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During and 


HE maintenance and restoration of adequate 
hzmoglobin levels in pregnancy, postpartum and 
lactation are of paramount import- 
ance. Precautionary measures to 
avoid deficiency anzmias should 
include reliable iron medication. 
Thus, iron reserves needed by 
mother and child can be satisfac- 
torily provided by the administra- [ A ST LE S 
tion of specially prepared iron 

(easily assimilated ferrous sulphate), ge Heematinie Compo rw 
incorporated in ‘ PLASTULES.’ Jor Anaemia and BOOST ty 


a JOHN WYETH & BROTHER LIMITED, (Sole distributors for 
PE 


iS TROLAGAR LABORATORIES LTD.) Clifton House, Euston Rd, London, N.W.!. 


VERONIGEN 

AN EFFECTIVE LIQUID HYPNOTIC “a 

FOR INSOMNIA IN ADULTS 

One fluid ounce before going to bed - 
FOR NERVOUS SLEEPLESSNESS IN CHILDREN 


10 to 20 minims, diluted 


VERONIGEN INDUCES SLEEP WITHOUT SUBSEQUENT s 
DEPRESSION AND DOES NOT AFFECT THE TEMPERATURE : 
Packed in 5, 10, 22, 40 and 90 oz. bottles x 


Supplied only on the prescription of a medical practitioner 


one 


C.J. HEWLETT & SON. LTD.. MANUFACTURING CHEMISTS, LONDON. E.C.2 
6 
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A NEW CHOLECYSTOGRAPHIC MEDIUM. 


@Glaxo Laboratories Ltd. present brane of the mouth and throat, and secondly 
PHENIODOL in granule form. because efficient dispersion aids absorption 

Pheniodol is the name given by the Pheniodol Granules therefore present 
General Medical Council to the new oral the radiologist with an improved oral 
cholecystographic medium which has al- means of obtaining a trustworthy picture 
ready received favourable mention in of the normal gall bladder, even under 
Continental medical literature, and has conditions which interfere with optimum 
produced successful results during official intestinal absorption. The shadows ob- 
clinical trials held in this country. The tained compare favourably with those 
chemical formula is o-phenyl- 6— (4-hy- produced by other  cholecystographic 
droxy-3 ; 5-diiodophenyl) propionic acid media. Subsequent operations have shown 
Pheniodo! Granules are not likely to that absence of shadow has been due to 
produce unpleasant side effects, such as a diseased gall bladder. Dispensing is 
burning of the throat, pausea, and diarr- simplified as the granules require no 
hoea, firstly because the drug does not preparation, being swallowed with the 


come in contact with the mucous mem- aid of drinks of water. 


PHENIODOL 


GRANULES: Glass tubes each containing 3 g. of Pheniodo! in 


about 6 g. of granules in packs of | and & tubes. 


———————=" PRODUCT OF THE 
GLAXO LABORATORIES 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 


/CLANOIDS 


PITUITARY (POSTERIOR LOBE) EXTRACT 
B.P. 1932 


STANDARDISED ON THE GUINEA PIG UTERUS FOR ITS 
OXYTOCIC POTENCY. AVAILABLE IN 05 AND 1:0 C.C. 
AMPOULES, !0 UNITS PER C.C. 


In the preparation of ‘*GLANOID "’ PITUITARY (POSTERIOR 
LOBE) EXTRACT, painstaking care is taken: to- ensure pre- 
measured potency, accurate standardisation, highest purity, and 
complete sterility. The Armour Laboratories’ tremendous supply 
of raw material, the quality or its facilities, have made ARMOUR 
stand for ** excellence ’’ in medicinals of animal origin. 


Write for Literature to 


Telephone : 


Telegrams : 
| | a | 
KELVIN 3661 


ARMOSATA-PHONE 
LONDON 


PRMOUR COMPANY ITS 


THORNTON HOUSE, FINSBURY SQUARE, LONDON, £.C.2 


| | 
| | 
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THE THERAPY OF ASTHMA 


The treatment of asthma resolves itself into a 
consideration of underlying factors and causes. Often 
in ASTHMA the underlying cause is not discoverable 
or changes from time to time—now irritant dusts, 
now bacterial infection, etc. The underlying factor is 
fortunately always the same—bronchospasm. 

Thus sometimes causative agents can be removed 
or mitigated but always the underlying factor— 
bronchospasm—can be treated, successfully, with 
FELSOL. 

Most cases of Asthma are chronic and demand 
patience in treatment—persistence with FELSOL 
will yield the highest possible percentage of successes. 


NO MORPHIA--NO NARCOTICS 


Physicians’ samples and literature willingly sent on request POWDERS 


for ASTH MA 


BRITISH FELSOL COMPANY LTD., 206/212 St. John St., London, E.C.1. Telephone: Clerkenwell 5826. Telegrams : Felso!, Smith, London 


the 


= \ 


In normal times “To clear the blood” is a popular 
expression and one often used by doctors when they 
advise their patients to drink plenty of bland fluids and 
eat plenty of fresh fruit. 


4 


The dietetic effect of this is alkalinization, for fruits . 
are anti-ketogenic and raise the pH level of the body 
fluids. 


Alka-Zane has the same effect, for it contains the 
alkalizing salts of sodium, potassium, calcium and 
magnesium, in physiological proportions. 

When the temperature is high Alka-Zane is an alka- 
lising, refreshing, effervescent drink. 


ALKA-ZANE 


Temporary wartime address— 


WILLIAM R. WARNER & CO. LTD. 
150-158 KENSINGTON HIGH ST., LONDON, W.8. 
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Proteolysed Liver 


Hepamino may be freely prescribed, in all cases of pernicious 


anemia and all other forms of megalocytic anamia. 


vide S.R.O., 1944, No. 32, “ The Liver Extract (Regulation 
of Use) Order, 1944, dated January 8, 1944.” 
Prices and Packs. 


Bottles of 5 oz. (approx.) . . . . each 15§/- 


Subject to professional discount. 


Literature, information and supplies available from 


Home Medical Department, Speke, Liverpool, 19. 


MEDICAL EVANS PRODUCTS 


Made in England by 
EVANS SONS LESCHER AND WEBB LTD « LIVERPOOL AND LONDON 


i 
} 
M35 


THE LANORT,] THE LANCET GENERAL ADVERTISER [Marcu 15, 1944 a 
Clinical investigation* has shown that absorption 
by the rich capillary network under the tongue is 
more effective than from the intestinal tract since 
the hormone is destroyed neither by intestinal 
ferments nor, as it enters directly into the systemic 
circulation, by the liver before it can exert its effect. 
Ww Brit. Med. J. 1942, 1, 668. 
J. Clin, Endocrin., 1942, 2, 639 
) The Ciba sex hormones for oral administration are, 
therefore, now being put up in the form of LINGUETS 
for sublingual use. LINGUETS are placed under the 
: tongue and allowed to dissolve slowly. As little 
saliva as possible should be swallowed. 
PERANDREN LINGUETS * OVOCYCLIN LINGUETS 
contain the orally active derivative of the As in the case of Lutocyclin, oestradiol, the 
male sex hormone, methyl testosterone, and orally active form of the oestrogenic hormone, 
may be prescribed in all conditions in which is also being issued .s Linguets in place of 
Perandren is indicated in moderately low Oral Tablets. The introduction of three 
dosage. strengths makes possible a great variation of 
(Botiles of 2¢ and 100 each containing 5 mg.) individual dosage. and allows for the ad- 
j LUTOCYCLIN LINGUETS ministration of large doses if desired. 
' save replaced the original Oral Tablets and a dosage and prices remain as 
\ -ontain anhydro-hydroxy-progesterone (ethi- 
sterone), a modification of progesterone with The packages are as follows:— 
marked oral progestational activity. Indications, LINGUETS 
dosage, packages and prices remain as for Bottles of §0 cach containing 0.04 me. 
the original form. Bottles of 30 each containing 0.01 mg. 
(Bottles of 10 and 50 each containing 5 mg.) * Rottles of 25 each containing 1 mg. 
Literature on request. 
LABORATORIES. HORSHAM, SUSSEX. “ 
Telephone: Horsham 1234. Telegrams: Cibalabs, Horsham. 
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After Influenza, Pneumonia and other 
Acute Infections 


The general action of Bynin Amara is manifested by increased 
tone of the nervous, muscular, and cardio-vascular systems. 
It stimulates the digestive organs, improves the flagging appetite, 


corrects anemia and aids nutrition generally. 


The marked asthenia and nervous depression which are prominent 
features of the post-influenzal state yield rapidly to its influence. 
\ course whenever there is any indication of lowered resistance is a 


valuable safeguard against infection. 


In bottles at 3/11 and 13/6 


including purchase tax 


BYNIN AMARA 


BISHOPSGATE 3201 ( IZ LINES ). WIRES: “GREENBURYS, BETH, LONDON” 
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Yor Rernicious Anaemia ) 
HEPASTAB FORTE 


HIGHLY concentrated extract of liver 

for the treatment of pernicious anaemia 
and other (non-Addisonian) anaemias. 
Clinical results obtained during the last five 
years indicate that Hepastab Forte is the 
purest and most potent liver extract avail- 
able. It contains all the anti - anaemic 
factors of liver, is highly refined, and pain- 
less on injection. 

Ampoules of 2 cc. 

Rubber capped vials of 10 cc. & 25 ce. 


* 
PEPSAC 
of desiccated stomach 
substance for oral administration. Pepsac 
consists almost entirely of protein, it con- 
tains the anti-anaemic factor haemopoietin 
and provides both the extrinsic and intrinsic 
) factors necessary for the treatment of per- 
i nicious anaemia. 
Tins containing 12 ozs. 
(Sufficient for about 12 days treatment). 


Further information gladly sent on request to the 
MEDICAL DEPARTMENT 
BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM 
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The Diphtheria Prophylactics in use to-day com- 
prise Diphtheria Toxoid and its modifications. 

One of the first to be used consisted of a 
mixture of Diphtheria Toxoid and Antitoxin, 
generally known as T.A.M. This, to a great 
extent, has been superseded by Toxoid-Antitoxin 
Floccules (T.A.F.) and Alum Precipitated Toxoid 
(A.P.T.). T.A.M. is now recognised to be the least 
efficient immunising agent. 

Although some workers employing T.A.M. have 
reported high conversion-rates from Schick- 
positive to Schick-negative, general experience 
has shown that more consistent results and higher 
conversion-rates follow the use of either T.A.F. 
or A.P.T., particularly in the case of the latter. 

T.A.M. contains horse serum and (although 
the risk is small) it may cause sensitisation to 
subsequent. doses of anti-sera including the 


modern, pepsin-treated, “refined” sera which 


PROPHYLAXIS— 


are associated with a low incidence of serum 


reaction. In these circumstances The Wellcome 


Foundation is discontinuing the preparation and 


. issue of T.A.M., and practitioners are recom- 


mended to use either ‘Wellcome’ brand Diphtheria 
Prophylactic A.P.T. or T.A.F. The best prophy- 
lactic for all children under the age of eight years 
is A.P.T.; for older children and adults T.A.F. is 
often preferred. 

‘Wellcome’ Serological ‘Products are prepared at 
The Wellcome Physiological Research Laboratories 
and are supplied by 


BURROUGHS WELLCOME & CO. 


(The Wellcome Foundation Ltd.) 
LONDON 


ASSOCIATED HOUSES: NEW YORK MONTREAL SYDNEY CAPE TOWN 
BOMBAY SHANGHAI BUENOS AIRES 
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‘NEO-HALARSINE’ 


TRADE MARK BRAND 


arsphenoxide tartrate 


has been produced specially to meet the growing 
demand for an arsenical suited to the shorter 
and mere intensive methods of treating syphilis. 

Repeated tests indicate that, both in the 
destruction of superficial treponemata and in 
the reversal of positive serological reactions, 
‘Neo-Halarsine’ compares favourably with neo- 
arsphenamine. 

The average dose for an adult man is 0:09 
gramme, for a woman 0:06 gramme. 


Solutions retain their full therapeutic effi- 


cacy and freedom from toxicity for at least 
twelve hours after being made up. 


Supplied in ampoules of 0-045, 0:06 and 0:09 


gramme packed singly or in boxes of ten. 


Manufactured by 


MAY & BAKER LIMITED 


PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LIMITED, DAGENHAM 
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SURGERY IN THE FIELD 


Guy BLACKBURN, MCHIR CAMB, FRCS 
MAJOR RAMC; SURGEON TO A FIELD SURGICAL UNIT 


1—Abdominal Wounds 

Ir has long been recognised that the success of surgery 
in forward areas depends on getting the surgeon as far 
up as circumstances allow and bringing the wounded man 
back to him as quickly as possible. Putting this principle 
into practice has decreased the mortality-rate of ab- 
dominal wounds more than any other single factor ; 
but much has also been achieved by chemotherapy, 
improved methods of resuscitation and better after- 
treatment. 

There remains @ high proportion of cases, perhaps 40%, 
which fail to respond to any form of treatment and die. 
Inflammatory conditions, whether peritonitis in the 
abdomen or postoperative pulmonary infection, still 
account for most of the deaths, and the best prospect 
of progress lies in their control. : 

The fact that we are dealing with hollow viscera will 
always leave the onus on the surgeon. It behoves him 
therefore to choose the right moment to operate, to 
lose no time in doing what is necessary, and to help, not 
hinder, the man in the vital 10 days or so following his 
operation. The last perhaps is the hardest task, but the 
decision to operate—when and how—can at times be 
difficult. 

Measures of resuscitation may restore the -blood- 
pressure without slowing the pulse atall. especially where 
there is severe mesenteric bleeding. It is here, of course, 
that blood is vital and plasma is no alternative. Two 
pints will usually produce the improvement required 
before operation. Generally, it is courting disaster to 
begin with a systolic pressure of less than 90 mm. Hg, 
but it is courting death not to begin at all. At times an 
unexpected reward will be gained in an apparently 
hopeless case. Hzemostasis, once the abdomen is opened, 
combined with further transfusion, will then allow of 
any major surgical procedure required. 

A man was wounded by a machine-gun in the left loin and 
seen 4 hours after injury. Laparotomy was undertaken with 
a blood-pressure of 85/60, which rose to 100/70 as soon as 
the renal pedicle had been ligated. The lower pole of the 
kidney was loose in the abdomen and the upper pole still 
attached to the renal vessels. Multiple perforations of the 
jejunum demanded a resection of 6 in. of gut with end-to- 
end anastomosis and the patient made a good recovery. 

Coincident wounds add to the difficulties in these 
sases—for the single abdominal wound is the exception. 
Abdominothoracic, buttock and loin wounds may indeed 
all require lapatotomy. It is important to be able to 
distinguish the rigidity of thoracic and other wounds in 
which laparotomy may be positively harmful. The 
value of diagnostic exploration in such cases has, in my 
view, been too often exaggerated. The procedure itself 
seldom endangers the patient’s life, but it adds one more 
to the number of his wounds and immobilises him for 10 
days at least. This is undesirable at busy times and 
reflects bad surgical judgment in quiet ones, when de- 
tailed observation from hour to hour could have pre- 
vented it. In a small percentage of cases a diagnostic 
laparotomy is required, but the incision should be a very 
small one, just below the umbilicus. 

The differential diagnosis between true abdominal 
rigidity with intraperitoneal injuries and the false 
rigidity of extra-abdominal lesions will be discussed in 
connexion with war wounds of the chest, which present 
the greatest difficulty. In rare instances, however, 
wounds of the buttock and flank are deceptive. 
One such tangential wound missed the peritoneum and 
produced a partial tear of the ureter with a fistula that 
took several weeks to heal ; many another has actually 
exposed intact peritoneum. It can be taken as a 
working rule, however, that an abdominal wound inside 
the linea semilunaris means an intraperitoneal lesion. 

[t is a commonplace that the size of the entry wound 
bears no relation to the internal damage, but the site is 
important ; and, as Abadie has shown, wounds in the 
left hypochondrium and hypogastrium are the most 
serious, if only from the presence of the large gut. The 
two flexures are rarely involved,the right being protected 
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ARTICLES 


by the liver, the left by tlie spleen. When the spleen 

itself is grossly damaged, the splenic flexure may also 

be implicated, and the prognosis is then very bad. 
WOUNDS OF THE LARGE GUT 

For physiological reasons wounds of the large bowel 
are much more dangerous than those of the small; for 
anatomical reasons they are the graver if only because 
of the difficulty of access and mobilisation. Exteriorisa- 
tion and colostomy is the guiding principle in dealing 
with wounds of the colon, and colostomy alone with those 
of the rectum and anus. Excision of the coccyx and the 
perineal approach are rarely required for the arrest of 
hemorrhage, though used occasionally with great success; 
they may be needed at a later stage to provide adequate 
drainage of infection in this region. 

Wounds of the pelvic colon and rectum are often 
associated with vesical injuries, and the value of cathe- 
terisation before anzsthesia in these, as in all wounds of 
the abdomen, cannot be exaggerated. It should, in fact, 
be an inviolable rule to pass a catheter before laparotomy. 
and before dealing with wounds of the loin that may lead 
to the kidney. 

The right half of the colon, on the other hand, is liable 
to be injured at the same time as the terminal ileum 
or the stomach. Abdominothoracic injuries may be 
associated with wounds of the transverse colon, which 
may or may not require transverse colostomy, depending 
on the site of perforations. If these are too proximal 
to allow of it, intraperitoneal suture may at times be 
preferred to exteriorisation. Single perforations of 
the cecum fall into this category, recovery being the 
rule in the absence of peritonitis at the time of operatian. 
Even multiple perforations of the ascending colon and 
right half of the transverse colon have likewise done 
well, in my experience, after simple intraperitoneal suture 
with only the omentum to cover the sites of repair. 

Ileocolic resection is a formidable procedure and best 
avoided if exteriorisation can solve the problem. One 
patient, for whom it was imperative, died after 28 days : 
another, who had ridden. a motor-bicycle 3 miles after 
division of his terminal ileum and tearing of the mesen- 
tery and superior mesenteric vessels, only survived 24 
hours after operation. One of these patients had 
extensive retroperitoneal bleeding and what has been 
called the “ retroperitoneal syndrome.” This term, 
hewever, is hardly necessary. or useful. I saw the 
clinical picture only twice in over 1000 cases. 

The type of colostomy in these injuries deserves 
mention. Apposition by suture of the two loops and 
obliteration of dead space on the lateral side are both 
valuable precautions. They make subsequent closure 
easier and reduce the risk of internal hernia. 

WOUNDS OF THE SMALL GUT 

Single-layer suture of small-gut wounds should suffice 
as a rule, but I make anastomosis two-layered. The 
time taken in completing the second layer is negligible 
in comparison with the advantage that may be gained. I 
give ascorbic acid as a routine after operation, just as 
it is given after gastric anastomosis or resection in 
patients in civil life. 

To decide between suture and resection does not 
ordinarily present any difficulty, the state of the mesen- 
tery and the probable size of the lumen after repair 
being the important determining factors. Resection 
may often be the shorter procedure and time spent in 
assessing doubtful viability may be saved if numerous 
perforations above or below demand excision in any 
event. Whether to drain after these or other operations 
should not be hard to decide, the only absolute indica- 
tion for drainage being the presence of bile in the peri- 
toneum if there is injury to some part of the biliary tract. 
Drainage of wounds of the pancreas is also essential. 
In all other cases drainage of the abdominal cavity is 
useless, though drainage of the wound, if much soiled, 
may be very useful. 

Here, as elsewhere, associated injuries often determine 
the issue, and bleeding from branches of the iliac vessels 
or veins of the posterior abdominal wall may well prove 
decisive. It is well known that a large hemoperitoneum 
may be found without visceral injury; conversely, 
there may be extensive visceral damage with little 
bleeding or free fluid. 
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It is always more satisfactory to find and deal with 
visceral injuries than to find only blood, because a pro- 
portion of the latter cases show some visceral injury at 
autopsy. Others, however, can be easily explained by 
bleeding from the deep epigastric vessels or vessels of the 
abdominal wall. 

The discovery of foreign bodies in these cases is of 
little importance. They may be difficult to locate in the 
posterior abdominal wall, and time spent in searching 
for them is wasted. They may also be difficult to dis- 
tinguish from fragments of bone, where part of the spine 
or pelvic girdle has been fractured in the track. One 
such case illustrates well the importance of position at 
the time of injury. 

A man lying flat behind a closed workshop door was injured 
by aerial machine-gun fire, which penetrated the door before 
injuring him.’ A large entry wound, half-way down the 
posterior aspect of the thigh, led to a fractured ischial tuber- 
osity. The abdomen was not rigid and the man’s general 
condition was excellent after simple resuscitation. The 
wound was dealt with at operation 2 hours after injury and 
no track was found beyond the fragments of ischium. The 
patient, moreover, appeared well 12 hours later at the time 
of evacuation. On arrival at a hospital 60°miles away, the 
abdomen was rigid, and he had tachycardia; laparotomy 
revealed a large foreign body, lodged in the ischium, with 
2 in. projecting through the pelvic floor. There was blood 
in the peritoneal cavity but no visceral injury. The foreign 
body was removed and he made a good recovery. 

Wounds in the pelvic and shoulder-girdle regions 
should, in fact, be presumed to have penetrated the 
underlying cavity until or unless there is some convincing 
evidence to the contrary. 


WOUNDS OF THE GENITO-URINARY TRACT 

Genito-urinary wounds account for no more than 2% 
of a series of 1000 battle casualties. Coincident injuries 
usually determine the prognosis: 4 cases only have 
required primary nephrectomy and in only | of these 
was the kidney the only viscus injured; the liver, 
jejunum and spleen were damaged in the other 3, but all 
made a successful recovery. Wounds of the bladder 
have not proved so favourable ; cystostomy has twice 
been required in multiple perforations of the ileum, and 
only one of these patients survived. He had machine- 
gun wounds of the ileum, bladder and rectum, seen at 
4 hours; and though needing both cystostomy and 
colostomy he recovered after a stormy convalescence. 

Cystostomy, apart from these injuries, has been 
required in cases of paraplegia and two injuries of the 
urethra, one with a fractured pelvis. Such injuries 
present difficulties when they get further back: urology 
at advanced operating centres is necessarily elementary. 


AFTER-TREATMENT 


Measures to prevent the onset of ileus are part of the 
postoperative care of abdominal wounds—morphine 
every 4 or 6 hours, until auscultation reveals intestinal 
sounds ; venoclysis with little or nothing by the mouth 
for 48 hours at least; continuous gastric suction and 
sulphadiazine in the intravenous drip (6 grammes daily). 
This should not, however, become a fetish, since a rigid 
routine, though convenient for the nursing staff, some- 
times reflects unpardonable lack of imagination. Each 
case has to be treated on its merits, and to refuse all 
fluid by mouth to a man with a single wound in the 
terminal ileum, seen at 4 hours, would be as ridiculous 
as to refuse it to a patient after simple appendicectomy. 
Prophylaxis has its place, but there should be room 
for variation in its execution and patients should be 
allowed from time to time to get better ‘‘in spite of 
the doctor.” 

Invariable use of tension sutures in the upper abdomen, 
provision of an attractive diet to a man in the field. 
skill and care in nursing, and the will of the man himself 
—all these count for a great deal. The knowledge that 
he is not to be moved for 10 days after operation may help 
materially. Even when he is evacuated, slow stages 
and comfort should be the rule and train is by far the 
most comfortable method. Anyone who has ridden 50 
miles in an ambulance or in an air-ambulance on a windy 
day will agree. Patients with abdominal injuries do 
not travel well by air. 
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RESULTS 

With ileus, peritonitis and postoperative pulmonary 
complications as the chief causes of death in the days 
following operation, it is clear that the interval between 
wounding and operation is vital. An all-in mortality of 
50% was my experience in cases received 10-12 hours 
after injury. With a decrease in the time-lag there 
should be a decrease in mortality. These figures how- 
ever are not conclusive. The rejection-rate, representing 
men with abdominal wounds too ill for operation, must 
be taken into account. I. encountered 2 such cases 
among 50 abdominal wounds and both had wounds of 
the large gut 36 hours old ; both died within 6 hours of 
arrival. 

Ihave twice resected bowel in the presence of obvious 
peritonitis ; and 1 patient, seen 15 hours after injury. 
survived a week after ablation of 54 in. of gut. He died 
of peritonitis which would have killed him much more 
rapidly if no operation had been done. 

Gas gangrene in the abdominal wall occurred only 
once, following a Paul-Mikulicz exteriorisation of a 
wound of the pelvic colon. It was rapidly fatal. 

These figures relate to injuries of the alimentaty canal ; 
the series of laparotomies does not include wounds of the 
liver for which the abdomen was not opened. Con- 
servative measures have always been adopted where 
the presence of a second intraperitoneal lesion was 
regarded as unlikely—e.g., abdominothoracic wounds on 
the right side. Bile may continue to escape from the 
wound long after injury, but this is not of serious 
significance. 

CONCLUSIONS 

There is room for improvement in the results of 
abdominal surgery in the field. Adequate surgical 
treatment at the outset is essential. 

Blood-transfusion is invaluable for cases of bleeding 
from the mesentery. In restoring the patient’s general 
condition it does not necessarily slow his pulse. 

Diagnostic laparotomy adds one more to the list of 
the man’s wounds. If it must be undertaken, let the 
incision be a small one. 

Retroperitoneal hemorrhage is serious but rare. Frac- 
tures of the pelvic girdle produced by missiles may well 
lead into the peritoneal cavity. Genito-urinary injuries 
are, in themselves, easy to deal with in forward areas. 
Wounds of the liver do better without an operation. 
[t is usually a waste of time to search for foreign bodies 
in the abdomen. 

In after-treatment, routine (‘‘ by numbers ’’) must not 
be overdone. Evacuation should be postponed for 10 
days, and air transport should be avoided. 


u—Abdominothoracic and Thoracic Wounds 


The operations required by these wounds, in forward 
areas, include some of the most extensive and also some 
of the simplest in surgery. Where adequate tissue is 
available there is nothing simpler than the closure of 
a sucking wound, and it is much better closed by suture 
than by means of a dressing or pack and strapping. The 
time taken and disturbance to the patient are trivial 
when set against the relief. “Skin, of course, is never 
sutured and the removal of air or fluid or both is a usual 
sequel. Where loss of tissue makes operation difficult 
the firm dressing is adequate for a time, but it is likely to 
allow more leakage on the 2nd or 3rd day than is seen 
after closure by simple surgical methods. 


ABDOMINOTHORACIC WOUNDS 


Wounds of the lower chest, with or without penetration 
of the diaphragm, present some of the prettiest problems 
of diagnosis and treatment in the field. Their manage- 
ment at centres in front of the casualty-clearing station 
is hampered by lack of radiography, but with the aid 
and advice of a physician this should not be an in- 
superable obstacle. 

The first task is to decide whether the injury involves 
the peritoneal cavity. The rigidity of the purely 
thoracic injury is more obviously unilateral, less definite 
on inspiration, and unaccompanied by vomiting. The 
patient with an abdominothoracic wound presents a 
picture of shock and respiratory distress ; the man with 
the thoracic wound may have more distress but very 
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seldom so much shock. (Obviously this rule cannot 
cover all cases, for the factor of hamorrhage may be 
predominant ; but even then intrathoracic and intra- 
peritoneal bleeding should not be unduly difficult to 
distinguish.) In doubtful cases rigidity is the key to 
diagnosis and the effect of aspiration of fluid from the 
chest on the rigidity may well be decisive. 

Sometimes, of course, the presence of an intraperi- 
toneal lesion is so obvious that the surgeon’s course of 
action is clear. It differs, however, for abdomino- 
thoracic wounds on the right and left side, and results 


, are different also. 


Wounds of the right side often involve the liver only, 
and laparotomy is not required. It suffices, in fact, to 
close the chest wound from above, remove any foreign 
body felt through the hole in the diaphragm, and treat 
the hemopneumothorax in the ordinary way afterwards. 
Where, however, there is possible injury to abdominal 
viscera other than the liver, laparotomy may be needed. 
The duodenum and gall-bladder have been found 
injured, the former leaking frothy bile-stained chyme, 
which is characteristic. The stomach too may be injured 
and if an anterior perforation is found it is wise to open 
the lesser sac and be sure that there is no corresponding 
posterior injury. In cases of this type, with combined 
wounds of the liver and a hollow viscus, drainage of the 
peritoneal cavity is usually advisable. The defect 
in the diaphragm is not serious, since the liver prevents 
the development of a diaphragmatic hernia. Temporary 
phrenic paralysis is therefore not required. 

Left-sided abdominothoracic wounds differ from those 
of the right side not only because diaphragmatic hernia 
is a real danger but because the spleen may be injured. 
Splenectomy has to be done quite often in these cases 
and in my experience carries a mortality of 50%. It may 
be performed through a separate laparotomy incision 
but it as easy by the transdiaphragmatic route. The 
pedicle can be controlled without difficulty from above, 
and the saving of time and avoidance of a second incision 
may be greatly to the patient’s advantage. It is clear, 
however, that these injuries cannot always be dealt with 
from above, especially when the hole in the diaphragm 


_is difficult of access. 


Such was the case in a man admitted 8 hours after wounding 
by a rifle, with an entry wound | in. below the nipple and an 
exit wound in the left loin. Exploration of the upper wound 
revealed a small hole in the diaphragm with a grossly dis- 
tended stomach herniated through it. He was, in fact, 
suffering from a strangulated diaphragmatic hernia. The 
passage of a stomach-tube deflated the stomach somewhat, 
but reduction was not effected without laparotomy. Grazing 
of the pericardium and lower lobe of the lung were the only 
intrathoracic lesions, with very little bleeding from either, 
but the abdominal damage included a severe rupture of the 
spleen and perforation of the splenic flexure, which required 
exteriorisation. It is not surprising that the patient survived 
only 24 hours. 

The nature of the diaphragmatic defect also affects 
the symptoms. The patient just described complained 
of severe pain, especially on inspiration ; another, with 
only omentum herniated, had pain in the left shoulder. 
Closure of the defect at the end of operation is naturally 
important, especially where the wound has been radically 
enlarged to allow approach from above. Temporary 
phrenic paralysis—by crushing the nerve, usuallv by 
ligature with thread, as it lies on the pericardium—is an 
obvious corollary. It makes closure much easier. 

Later results of course do not come within the scope of this 
paper but I may record that traumatic diaphragmatic hernie 
folowing operations of this type have been seen in 2 prisoners- 
of-war, One had an associated low-grade peritoneal infection 
which proved fatal: the other seemed to be little incon- 
venienced by what was undoubtedly a large defect. This 
no doubt required fascial repair later. 

Observation of these cases at special centres further 
back would bring out many other points—the incidence 
of empyema, delayed reexpansion of the lung, and the 
relative value of various types of diaphragmatic repair. 
The forward surgeon’s problem is to tide over the initial 
phases and evacuate the patient 10 days or so after 
operation. He may, if this period, require one or more 
aspirations. Transfusion is often a vital part of the 
initial resuscitation, but blast injury of the lungs is not 
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uncommon in these cases and there is risk of pulmonary 
cedema if intravenous fluid is given in excess. It is 
easy to pay undue attention to the abdominal wound 
to the detriment of the thoracic. 

As in all war wounds, coincident injury will often 
weigh the scales, but in my belief abdominothoracic 
wounds are not prognostically more serious than abdo- 
minal. The right-sided ones, requiring thoracic explora- 
tion only, make up for many disappointments on the 
left side. 

For example, a man was admitted 15 hours after a through- 
and-through shell-wound of the right lower costal margin. 
He was shocked and almost pulseless and liver tissue could 
be seen in the wound. The outlook seemed hopeless, since his 
dyspnoea was extreme and pallor from blood loss striking. 
The sucking wound was rapidly closed and blood-transfusion 
started at once. Four weeks later he left the CCS for a 
general hospital with a biliary discharge from his lower wound 
still containing necrotic liver tissue from time to time; his 
general condition was excellent and recovery seemed assured. 

A parallel case of a man seen 12 hours after a similar wound 
ended less happily. Below-knee amputation had to be 
performed for an extensive wound of the right ankle after 
closure of a sucking right-sided abdominothoracic wound. 
A large foreign body had been removed from the liver through 
a diaphragmatic defect. All seemed well at the end of a week 
and the amputation stump was healthy. Septicemia then 
supervened from the liver wound and he died 5 days later. 
Autopsy showed both wounds (amputation and thoracic) 
clean and healing, but the cavity in the liver was obviously 
infected and the source of the septicemia. Routine chemo- 
therapy had of course been given after operation, but without 
avail. 

CHEST WOUNDS 

These fall into two classes—those of the chest wall and 
those involving the pleura. The former demand treat- 
ment on the same principles as soft-tissue wounds 
elsewhere. The latter require surgery only when 
“ sucking.”” This is particularly true of the small 
through-and-through wound, where meddlesome surgery 
may only succeed in reopening a pleural defect already 
naturally sealed. Aspiration of blood from the pleural 
cavity is often the only measure necessary before the 
patient is evacuated, and it can usually be undertaken 
safely if he is not dyspnoeic when at rest in bed. 

The importance of sitting these patients well up in 
bed, the value of continuous oxygen through the BLB 
mask or some other device, and the inadvisability of more 
than a small dose of morphine are all well known. More 
often forgotten are the facts that tension pneumothorax 
is not uncommon, that a large hemothorax in the absence 
of intercostal bleeding is rare, and that slow transfusion 
a few days after injury is extremely valuable. 

Surgical emphysema may at times be alarming. 

A man was admitted 24 hours after being crushed, without 
an external wound, but with obvious rib injury below the 
angle of the scapula. The broken rib was strapped without 
delay, but progressive surgical emphysema developed in the 
chest wall over a total pneumothorax. Aspiration. of air 
under pressure from the pleura produced little change, and 
the emphysema reached the face, wrists and scrotum within 
48 hours. Rib-resection under local anesthesia was then 
done and the fragment of rib projecting into the pleura 
removed. Recovery was uneventful. 

Another man was admitted 36 hours after injury with a 
penetrating wound of the chest, which had been dressed with 
soft-paraffin gauze and strapped. Massive surgical emphy- 
sema developed without an underlying pneumothorax. 
Rib-resection was required for relief of symptoms, and a 
circular central perforation of the rib, with adherent pleura 
below it, proved to be the cause of the emphysema. 


The rarity of a large hemothorax, already mentioned, 
is related to the low systolic and diastolic pressures in the 
pulmonary circulation and the natural elasticity of the 
lung. This elasticity also explains the absence of bleeding 
from small wounds of the lung during the thoracic 
approach to abdominothoracic wounds. Bleeding from 
intercostal vessels, on the contrary, can be severe, and 
its arrest is vital. 

This was well seen in a man 10 hours after a shell wound in 
the loin with gross damage to the kidney. The wound was 
not bleeding at operation, but haemorrhage from the in*er- 
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costal vessels had obviously been considerable. After 
resection of the injured rib, and nephrectomy, recovery was 
uneventful. 

AFTER-TREATMENT 

The care of these patients after operation is a task for 
the physician and surgeon in collaboration. If X-ray 
facilities are at hand, they are invaluable. 

The proportion of bloodstained effusions which be- 
come frank empyemas has been put as high as 25%, and 
intercostal drainage in these cases is only the prehminary 
to rib-resection. It may not be long before these two 
stages in the operation become one, with the aid of 
penicillin, but such an operation is outside the sphere of 
forward surgery. So too, in all but the rarest cases, is 
removal of foreign bodies from the lung. Removal 
should, however, clearly be undertaken as soon as cir- 
cumstances allow, and the tendency to hold these patient 
in forward areas out of interest or until they are “ dry ” 
is one that should be forcibly discouraged. Large 
foreign bodies, particularly in the hilum, can do irre- 
parable harm in a relatively short time. 

Other postoperative difficulties are connected with 
atelectasis and failureg of the lung to expand again, 
especially where aspiration has been inefficient or unduly 
delayed. This again concerns the specialist into whose 
hands the forward surgeon should deliver the patient as 
soon as he is fit for the journey. Secondary hemorrhage 
and late hemoptysis are also unimportant in the early 
phases of treatment. 

Elementary breathing exercises, and daily active 
movements of the arm and shoulder on the affected side, 
can both be very useful, especially the latter when the 
soft tissues of the arm have been damaged by the missile 
penetrating the chest. In cases of coincident fracture 
of the humerus or scapula the thoracobrachial plaster 
or a modification of it may seriously interfere with the 
movements ; but that is inevitable. 

Finally it may fairly be said that the results of im- 
mediate surgery in patients with chest wounds who 
survive to reach an advanced operating-centre are 
extremely good, a case-mortality of less than 2% being 
the general experience. Abdominothoracic wounds, 
on the other hand, show a mortality. akin to that of all 
abdominal wounds in the field. 


CONCLUSIONS 


Sucking wounds of the chest are more satisfactorily 
closed by surgical means than by strapping over soft- 
paraflin gauze. 

The abdominal rigidity of pure thoracic wounds is 
distinguishable from that of abdominothoracic injuries. 
In doubtful cases examination after paracentesis thoracis 
is often conclusive. 

Right-sided abdominothoracic wounds are prognostic- 
ally less serious than left. Diaphragmatic hernia and 
splenic injury are common on the left side. Temporary 
left phrenic paralysis is helpful in the management of 
left-sided abdominothoraciec wounds, and transdiaphrag- 
matic splenectomy is no more difficult than transperi- 
toneal: 

Through-and-through wounds of the chest should be 
treated conservatively. 

Tension pneumothorax is not uncommon in injuries 
of the chest. Intercostal bleeding may easily be more 
serious than bleeding from the lung. Surgical emphy- 
sema rarely demands surgical treatment. 

The immediate mortality of wounds of the chest 
reaching an advanced operating-centre is very low. 


11—Wounds of the Extremities 


In treating limb wounds the interval between wounding 
and operation, and the type of missile are the most 
important factors to be considered. The general 
principles, however, are common to all types—debride- 
ment, because truaexcision is rarely advisable or possible; 
counter-incision or drainage after removal of foreign 
bodies ; immobilisation ; chemotherapy ; and prophy- 
lactic serum where indicated. In most cases epithelialisa- 
tion over. granulation or scar tissue will eventually be 
required and the forward surgeon, in his wound toilet, 
should bear in mind the question of secondary suture at 
the base hospital. Extravagant skin excision is as much 
a stirgical crime as inadequate fascial incision to relieve 
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tension or incomplete removal of obviously dead nama. 
This last is often difficult in penetrating wounds of 
fleshy areas, such as the buttock and thigh, but care in 
its execution will be well repaid. 

In this connexion it is well to remember that the 
removal of foreign bodies is not the task of the surgeon 
in the field. True, he will find that with experience he 
misses fewer of them ; but itis no disgrace to leave them 
behind provided their calculated lodging-place is ade- 
quately drained. This will involve removal of pieces of 
battledress, dirt and dead muscle from the wound in 


many cases, and of completely loose fragments of bone , 


in others. The removal of bone fragments with any 
tissue attached to them is not, however, justifiable, and 
difficulty in distinguishing the foreign body from a 
broken piece of bone is no excuse for enthusiastic and 
optimistic removal of unnecessary fragments. It is 
frankly impossible at times to distinguish between the 
two. 

It follows that the localisation of foreign bodies by 
X rays has no place in forward areas ; and in most cases 
radiography of fractures is also unnecessary. Immobilisa- 
tion, not alignment, is the surgeon’s business at this 
level, and operation will nearly always reveal bone 
injury not detected by clinic 1 examination. This does 
not apply of course, to penetrating or even perforating 
wounds of joints. Anteroposterior and later. | films will 
at least give some idea of the position of a foreign body 
in a joint ; and ifits removal has to be undertaken they 
will be invaluable. But removal of foreign bodies from 
joints should seldom be undertaken in the field, if only 
because of the risk of sepsis. Evacuation to an ortho- 
peedic unit, where possible, is obviously preferable. 

The high incidence of fractures in limbs has led to 
the evolution of almost standard methods of immo- 
bilisation for transport purposes. These play no part in 
definitive treatment, so there should be the least possible 
delay in evacuating the patients to hospitals where this 
can be undertaken. Long ambulance journeys may be 
required—if need be in stages—and the forward surgeon 
must apply a plaster or splint that is not only comfort- 
able but stable. Splitting of all plasters, without 
exception, is necessary, and firm fixation to the stretcher, 
where indicated (as in the Tobruk plaster), is equally 
important. All plasters should be padded and circular 
bandages or dressings should never be applied beneath 
them. Even the practice of putting on wet bandages 
beneath plaster is not safe. 

*The application of tight bandages or dressings for 
hemostasis should not worry the surgeon in forward 
areas. It is done before he sees the patient—at the 
advanced dressing-station or regimental aid-post. There 
the application of tight field dressings or tourniquets may 
well be both necessary and difficult. Much harm can 
be done, and it is one of the hardest tasks of the medical 
officer. 

A man had a shell-wound of the axilla involving the third 
part of the axillary vessels, In an endeavour to stop the 
bleeding a field dressing was applied so tightly that he had a 
well-developed ischemic contracture of the forearm and hand 
when seen at an operating-centre 8 hours later. Gas gan- 
grene was also evident in a large and dirty wound below the 
first, and amputation had to be performed. 


Tourniquets applied too loosely are worse than useless ; 
the resulting venous engorgement of the limb is no aid 
to the surgeon at the operating-centre. 

The fact that a wound near a large vessel is not 
bleeding does not mean that the vessel is intact. Skin 


discoloration, and obvious blood-clot extruding from a- 


tiny wound, may be the only sign of underlying vascular 
injury and even complete division. Damage to blood- 
vessels accounts for many of the deaths from wounds 
of the extremities; wounds of the axilla and upper 
third of the thigh feature most prominently. Fracture 
of the femur, especially in the upper third, is of course 
associated with severe shock, and many pints of blood or 
plasma may be required before immobilisation under 
anesthesia can be considered in these cases. The value 
of simple methods of resuscitation (warmth, morphine, 
and desoxycorticosterone acetate) cannot be over- 
emphasised. There is not as a rule any pressing hurry 
to apply a cast for immobilisation, and time spent in 
restoring the patient’s general condition is well spent. 
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Occasionally continued bleeding will demand operation 
as quickly as possible, but these cases are not difficult 
to spot. 

Multiplicity of wounds, with double or even treble 
fractures, may add to the surgeon’s problems; but 
wounds of the extremities are on the whole the easiest 
of all to treat in the field. 

To decide on the advisability of immediate amputation 
may, of course, be hard ; in choosing the site of amputa- 
tion it is clearly a good principle to leave as much bone 
as possible, since a second amputation can always be 
carried out further back if sepsis or other considerations 
demand it. In forward areas this conservative principle 
may be difficult to follow; this is not to say that 
guillotine or flapless amputations have little place in 
forward surgery. It does not take long, in most cases, 
to make flaps and suture them loosely over soft-paraffin 
gauze. I have found two half-strips of gauze more satis- 
factory than one whole one, and no more than 4 or 5 
sutures are necessary, even with an above-knee 
amputation. 

Nowhere is it truer than in dealing with gross injuries 
demanding amputation, that each case must be treated 
on its merits and on elastic principles. Loss of skin 
alone may have already determined the shape of the 
flaps, and vascular injury have delineated the site of bone 
division. Fractures and coincident nerve injuries may 
likewise have to be taken into account. 

Much has been written about the subsequent progress 
of these cases, and sepsis in the flaps has been widely 
discussed. This may be altered by penicillin in days to 
come, and secondary suture may become a routine with 
these as with some soft-tissue wounds. Even in present 
circumstances, of course, it is practised with success 
from time to time. In 2 cases 24 hours old, requiring 


above-knee amputation for gas-gangrene, the flaps were. 


sutured as loosely as possible and at least 10 in. of femur 
was left in each case. This would have allowed a margin 
for reamputation, but as events turned out one stump 
healed after removal of the soft-paraffin gauze and the 
other required three or four additional sutures. Both 
wounds, in fact, were dry within 4 weeks of amputation. 


GAS GANGRENE 


The value of prophylactic gas-gangrene serum in 
adequate dosage (16,500 units) is established. Similarly 
adequate therapeutic dosage~combined with chemo- 
therapy is needed in treatment. Intravenous penicillin 
may well revolutionise the after-treatment but no form 
of therapy can ever replace extirpation of the infected 
and dead tissue as the initial procedure. The surgeon 
who in dealing with gas gangrene is sparing with the 
knife, or mindful of cosmesis, has no place in the field. 


WOUNDS OF THE UPPER LIMB 


Wounds of the axilla and shoulder region are perhaps 
the most difficult to deal with in forward areas, especially 
when there is a chest wound as well. The thoraco- 
brachial plaster as a standard means of immobilisation 
seems to have solved the problem of wounds of the 
shoulder-joint and its adoption in place of the U-plaster 
for fractures of the humerus has made for greater comfort 
in transport. Whether such a plaster should be applied 
at the initial wound toilet or not is debatable. With a 
shoulder-rest, and the patient under general anzsthesia 
or simple brachial-plexus anesthesia, it, can of course be 
put on then; but plexus anesthesia is time-consuming 
and not always satisfactory. The alternative is applica- 
tion of the plaster the day after operation, with the 
patient sitting on a stool. 

With fractures of the forearm and hand it is as vital 
to split the plaster as it is with fractures of the lower 
limb. The arm, in fact, is often more dependent than 
the leg during evacuation by ambulance. When there 
has been vascular injury, plaster is best avoided alto- 
gether, Splinting for coincident nerve injury must 
sometimes be taken into account. 

The superficial position of the brachial artery in the 
arm and antecubital fossa often results in its injury at 
these two sites, and associated ulnar or median nerve 
lesions are not uncommon. If these are incomplete the 
course of action is clear; if complete, primary suture 
should never be attempted, a single stitch to appose 
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the two ends of the divided nerve and facilitate exposure 
at the operation for secondary suture being all that is 
required. 

It is not, however, injuries of the brachial vessels 
that present difficulties in the field—the anastomosis 
round the elbow-joint notwithstanding. It is rather 
wounds of the axillary and (rarely) subclavian vessels. 
These @an give rise to alarming secondary hemorrhage 
later, if bleeding is not adequately controlled in the first 
instance. This is best done by ligature, but a pack 
removed in 24 hours or less has at times been deemed 
the wiser course. One patient, severely shocked by 
blood loss from such a wound, asked to be returned to 
his unit when the pack was removed the next day! 

Abduction plasters no longer have any place in the 
early treatment of arm wounds. Full supination of 
the hand with double forearm fractures, and a neutral 
position with single forearm fractures, are generally 
approved. Fingers immobilised in full extension do 
badly ; and separate bandaging of the fingers in wounds 
or burns of the hand is a useful rule. Amputation 
stumps require adequate fixation of dressings with ad- 
hesive plaster and adequate protection from chance 
injury on the journey. Application of a_plaster-of- 
paris cuff may well be the best way to achieve this, 
though. it. does.not seem to be always necessary. 


WOUNDS OF THE LOWER LIMB 


The Tobruk plaster, or a modification, is at present 
the generally accepted means of immobilising fractured 
femur for transport. Well padded and securely fixed 
to the stretcher it can certainly be very effective. It 
is not, however, ideal, since traction is rarely maintained 
throughout evacuation and rotation causes trouble. 
Each case needs individual attention, and initially secure 
fixation and padding of the foot and foot-piece can con- 
tribute to the patient’s comfort. It is imperative to 
split the plaster round the limb. Many fractures of the 
upper and even middle third of the tibia travel better 
with a Thomas splint over their plaster, firmly anchored 
to the stretcher, from which the patient need not be 
moved during his journey. 

In my experience arterial injuries in the lower limb 
are the most disappointing. Ligature of the popliteal 
vessels, especially, almost invariably leads to the need 
for above-knee amputation a few days later. Coincident 
wounds below the site of vessel injury are important. 
Once the artery—the popliteal, for example—has been 
tied, infection will advance apace in any wound in the 
ischemic foot : the wound, in fact, assumes an import- 
ance out of all proportion to its extent and is a potential 
source of septicemia. Does this, then, justify immediate 
amputation, seeing that waiting is dangerous ? 

Wounds of the femoral vessels below the profunda do 
not seem to be so uniformly disappointing, whereas 
wounds above it usually mean amputation above the 
knee, sooner or later. All this may appear in a different 
light when we have some anticoagulant or peripheral 
vasodilator which will restore the circulation in these 
ischemic limbs. 

CONCLUSIONS 

Wound toilet in the field means debridement, not 
excision. Extravagant removal of skin is a surgical 
crime, and the localisation and removal of foreign bodies 
is not a prime object of forward surgery. . 

Immobilisation for transport is the sole object of treat- 
ment of open fractures in forward areas. The thoraco- 
brachial and Tobruk plasters are the most satisfactory 
means of immobilising the humerus and femur respec- 
tively. All plasters should be split before a patient is 


‘evacuated. 


Tourniquets and tight field dressings should be applied 
with great care. 

Amputations in forward areas should preserve as 
much bone as possible. Flaps should be loosely sutured. 

Radical extirpation is essential in the surgery of gas 
gangrene. 

Hemostasis in vascular injuries of the axilla is difficult 
to achieve, but vital. Coincident wounds below those 
requiring ligation of a main vessel are potentially very 
dangerous. 

The discovery of an efficient peripheral vasodilator will 
be a milestone in the surgery of vascular injuries. 
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THE purpose of this paper is to compare the urinary 
excretion and blood levels following the administration 
of various sulphonamide compounds to children, and to 
relate these observations to the use of these drugs in the 
prophylaxis and treatment of bacillary dysentery. 

Numerous papers have lately been published testifying 
to the value of various sulphonamides in the treatment 
of bacillary dysentery. It has been suggested that a 
drug which is only poorly absorbed from the lumen of 
the intestine would be more effective than one which 
is well absorbed, because there would be a higher con- 
centration of the drug in the feces. Recent work, 
however. makes it clear that numerous sulphonamides 
are effective: Masefield (1941), Reiter and Marberg 
(1941), Bell (1941), and Paulley (1942) used sulphapyri- 
dine; Cooper and others (1941) used sulphathiazole : 
Marshali and others (1941), Firor and Poth (1941). and 
Anderson and Cruikshank (1941) used sulphaguanidine ; 
Smyth and others (1943) used sucecinvlsulphathiazole 
(sulphasuxidine) ; Bulmer and Priest (1943) favoured 
sulphaguanidine. 

In the Medical Research Council war memorandum 
Medical Use of the Sulphonamides (1943), sulphaguani- 
dine and succinylsulphathiazole were recommended for 
the treatment of intestinal infections because only 25— 
50% of the former and about 5% of the latter were stated 
to be absorbed. On the other hand, Paulley (1942) found 
that sulphapyridine had advantages over sulphaguani- 
dine ; he drew an analogy between dysentery and ton- 
sillitis and suggested that it is not the concentration 
of the drug in the intestinal contents but the concentra- 
tion in the blood which is the important factor. For 
this hypothesis there is much to be said, especially when 
applied to the treatment: of an established case of dysen- 
tery. If the drug is being used as a prophylactic as 
distinct from a curative measure, one’s aim should be to 
get as high a concentration as possible in the intestinal 
contents by employing a preparation which is poorly 
absorbed, for the organisms are probably confined to 
the lumen of the intestine and are not.in the mucosa. 

During a recent outbreak of Sonne dysentery in a 
ehildren’s ward, an attempt was made to control the 
epidemic by giving each child a 48-hour course of either 
sulphaguanidine or succinylsulphathiazole. The oppor- 
tunity was taken of observing the blood levels and 
urinary excretion of the drugs in some of the children 
who did not have diarrhoea. Some comparable observa- 
tions have been made on patients receiving sulpha- 
thiazole for various skin conditions. Similar observa- 
tions made on patients receiving sulphapyridine 
were rendered valueless because of the frequency nn 
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succinylsulphathiazole. From figs. 1 and 2 and the 
table it will be seen that the excretion of sulpha- 
guanidine and sulphathiazole in the urine was almost 
identical, although there was a very great individual 
variation; whereas only a very small amount of 
succinylsulphathiazole was excreted. The excretion 
has been expressed as a percentage of the total dose 
given. The extent of the variation is well shown by 
case C, who was given sulphathiazole on two occasions ; 
the first time he excreted 24:2% of the dose given 
and the second time 35%. In none of the children 
who received sulphaguanidine was more than a trace 
excreted on the fifth day—that is, 3 days after they 
ceased to receive the drug—and only very small amounts 
of sulphathiazole were excreted during this period. 

One interesting case is the boy B. who at different 
times received each of the three drugs. He excreted 
16%, of the dose of sulphaguanidine that he was 
given, 18-4% of the sulphathiazole, but only 1-7% of the 
succinylsulphathiazole. 

The blood levels of sulphathiazole were considerably 
higher than those of sulphaguanidine : this might have 
been due to slower excretion, or conversion into another 
compound. Of the total sulphaguanidine in the urine, 
77:4% was excreted in the first 48 hours and 22-6% in 
the second, compared with 70:2% and 30-8% for sulpha- 
thiazole, thus indicating that the higher blood level 
is, at any rate in part, due to slower excretion. The 
blood levels obtained agree with those of other workers : 
a mean of 2-14 mg. per 100 ml. total and 1-56 free were 
obtained for sulphaguanidine and 4-7 total and 3-45 free 
for sulphathiazole: Hawking (1942a and b), who made 
observations on patients after the administration of 3 g. 
of either sulphaguanidine or sulphathiazole by mouth, 
found that the blood concentrations of free drug in 


mg. per 100 ml. were 1-6, 1-7 and 1-7 for sulphaguanidine, 


and 2-8, 3-1 and 2-2 for sulphathiazole ; on the other hand, 
the faecal concentrations of sulphaguanidine were con- 
sistently higher than those of sulphathiazole. Marshall 
(1941) found that the blood levels of sulphaguanidine 
4 hours after the administration of 0-05 g. per kg.in 17 
patients (54 observations) averaged 2-52 mg. per 100 ml. 
total and 1:91 free. However, in the dog, Ambrose 
and Haag (1942) found that sulphathiazole and sulpha- 
guanidine produced approximately equal blood concen- 
trations. 

-In the last two columns of the table the highest 
urinary concentrations which: were reached in each 
individual case are recorded. The concentration of 
sulphaguanidine was as high as 227 mg. per 100 ml 
total and 194 mg. per 100 ml. free in one instance ; 
with sulphathiazole the highest values were 400 mg. per 
100 ml. both total and free. Now the solubility of sulpha- 
guanidine in urine is 220 mg. per 100 ml. at a pH of 
7-1, and of sulphathiazole only 102 at a pH of 5-4, but 
85Y at a pH of 8-2 (MRC 1943). So with both these 
drugs it is important to ensure an adequate urinary 
output, and, at any rate in the case of sulphathiazole, 


2 


of vomiting. 
METHOD 

The drug was administered over a period of 48 
hours: dosage was calculated according to the 
body-weight, 0-05 g. per kg. being given 4-hourly. 
The bloed concentration of the drug was estimated 
44 hours after the treatment was begun. The urine 
was saved and measured for 5 days and the total 
amount and the concentration of drug in both the 
free and acetylated forms-was estimated. 

We have used the urinary excretion as a means of 
comparing the various amounts of the different 
drugs absorbed ; but we must point out that this is 
not necessarily a valid assumption in view of the 
fact that different amounts of the various drugs 
may either be converted into other substances in 
the body or fixed in the tissues. 

The estimations were made by the method of 
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Six series of observations were made = on 
patients receiving sulphaguanidine and sulpha- 


Fig 2—Total excretion expressed as percentage of the 0 
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to keep the urine sine, Neither with sulphathiazole 
nor sulphaguanidine did the total urinary excretion in 
any period bear any relation to the urinary volume ; 
thus the urinary concentration was much higher when the 
volume was small. 
CONCLUSIONS 

Approximately equal proportions of sulphathiazole 
and sulphaguanidine are excreted in the urine after the 
administration of similar doses of the drugs. Only a 


BLOOD LEVELS AND URINARY EXCRETION OF SULPHONAMIDES 
IN CHILDREN GIVEN 0-05 G. PER KG, BODY-WEIGHT 
EVERY 4 HOURS 


I— SULPHATHIAZOLE 


Highest 
= 6 dose /100 ml.) Total % | (mg. /100 
Ist 18 hr. 2nd 48 hr. ex- ml.) 
A 5 12 .. | 2-96) 19-2) 16-8 9-18 1-04 28-5 400 | 400 
B 6 | 12 | 16-8) 15-9 1-55 1-52) 18-4 289 | 266 
15 5-6) 16-6, 7 7°65 6-13) 24-2 122 | 122 
15 30 |2-9 2; 20-8 11-7 4-29) 35-0 200) 170 
D 8 | 15 |6-5 |13-9]10-7| .. | .. .. 156| 95 
E 2-96 2-96, 19-1) 17-6 3-2 2-9) 23-2 | 311/274 
Mean ... 4:7. 3-451 18- 16-4 6-6 3-2) 25-8 | 
| 
SULPHAGUANIDINE 
12-0 2-0 1-6 | 24-5) 24-5 8-75 6-08 33 150 150 
G | 12): 18-0/2-7 1-84] 28-3) 23-9 5-5 | 4-21 34 227 191 
B 6 12-0: 1-2) 1-2 | 13-6) 13-6 2-42, 1-5 16 162 162 
H 10 18-0 2-7 1-76) 13-0, 11-1 7-5 | 4-72 20 190 162 
I | 6 12-0:2-1) 1-4 | 19-7) 19-7 7-08) 3-75 27 145 145 
J O91 12-0) .. .. | 26-8) 23-3 5-08 3-25 32 218 194 
Mean | .. 2-14 1-56 20-9119-0 6-0 3-9 27 
B ; 6 12 Tr. Tr. 1-00, 0-73, 0-76 0-63 8-4 
H 10 18 Tr. Tr. | 1-65 1-31 0-52 0-45 15-4 13-2 
8 12. «Tr. Tr. 1:38 0-66 0-34 0-25 1- 13-8 5-7 
K 10 Tr. Tr. 0-63 0-57 1-00 0-76 1-63 15-0 11-2 
L {| 10) 15 | Tr. | 1-47) 0-62) 0-56, 0-25 2-03 16-8) 6-5 
Mean; .. 0-78. 0-62 0-47 185 


* Total amount excreted throughout the 5 5 days on which the 
urine was collected. T.=total; F.=free; Tr = trace. 


very small proportion of succinylsulphathiazole is 
excreted in the urine. 

The blood levels obtained with sulphathiazole are 
slightly higher than those obtained with sulphaguanidine : 
this may be partly because sulphathiazole is excreted 
slightly more slowly than sulphaguanidine. 

In the light of these observations one might expect 
suceinylsulphathiazole to be of most value as a prophy- 
lactic against bacillary dysentery, but possibly not to be 
as effective as either sulphathiazole or sulphaguanidine 
in the treatment of established cases. 

When using either sulphathiazole or sulphaguanidine 
it is important to ensure an adequate urinary output. 
and with sulphathiazole the urine should be kept alkaline. 

We wish to thank Prof. Leonard Findlay for his advice 
and suggestions; Mr. J. R. P. O’Brien for his criticisms of 
the manuscript and for some of the biochemical estimations ; 
Dr, Alice Carleton for allowing us to make observations on 
patients under her care ; and Prof. R. A. Peters for reading 
the manuscript. 

REFERENCES 

Ambrose, A. M. and Haag, H. B. (1942) Surgery, 12, 919 

Anderson, D. E. W. and Cruikshank, R. (1941) Brit. med. J. ii, 497. 

Bell, G. J. (1941) Lancet, ii, 101. 

Bulmer, E. and Priest, W. M. (1943), Ibid, ii, 69. 

Cooper, M. L. Zucker, R. L. and Wagoner, 8. (1941) J. Amer. med. 
Ass, 117, 1520. 

Firor, W. M. and Poth, E. J. (1941) Ann. Surg. 114, 663. 

Hawking, F. (1942a) Lanect, i, 290 ; (1942b) Ibid, p. 704. 

Marshall, E. K., Bratton. A. C., Edwards, L. B. and Walker, E. 
(1941) Bull. Johns Hopk. Hosp. 68, 94. 

Masefield, W. G. (1941) Brit. med. J. ii, 199. 

Medical Research Council (1943) War Memo No. 5 Medical Use of 
the Sulphonamides. 

Reiter, R. and Marberg, K. (1941) Brit. med. J. i, 277. 

Paulley, J. W. (1942) Lancet, ii, 592 

Smyth, C. J.. Finkelstein, M. B., Gould, 8. E., Koppa, T. M. and 
Leeder, F. 8. (1943) J. Amer. med. Ass. 121, 1325 


CONFUSIONAL PSYCHOSES 
FOLLOWING SULPHAGUANIDINE THERAPY 


J. W. CROFTON G. DIGGLE 
\ MB CAMB, MRCP MB EDIN, MRCPE, DPM 
MAJOR RAMC ; MEDICAL CAPTAIN RAMC ; GRADED 


SPECIALIST PSYCHIATRIST 


From a General Hospital, Middle East 


CONFUSIONAL psychoses are oceasionally seen in 
patients treated with sulphonamides.' Because of its 
low absorption from the gut, sulphaguanidine rarely has 
toxic effects, and three cases of mental disturbance 
following its use may therefore be of interest. Only one 
of them occurred among over 600 patients treated with 
sulphaguanidine in our hospital in a year ; the other two 
were transferred to us on the development of mental 
symptoms. 


CasE 1.—A soldier aged 32 was admitted on Oct. 23, 1943, 
with severe Shiga dysentery. Temperature 100° F.; pulse- 
rate 84; blood and mucus passed almost continuously. After 
5 days, as he was still having 14-16 stools a day, sulpha- 
guanidine 3-5 g. four-hourly was ordered. On the 5th day, 
after taking 87-5 g., he became confused and strange in his 
behaviour. Next day. though he was correctly orientated 
and his memory was unimpaired, he felt “‘ changed ”’ and ** out 
of touch with the world.” He ‘“couldn’t make out what 
had come over”? him and was unable to concentrate. His 
dysentery had greatly insproved and he passed only five stools 
on the day the mental symptoms began. He was taken off 
sulphaguanidine, and all symptoms quickly cleared up, 

Case 2.—An airman aged 25 was transferred on March 9, 
1942, from another hospital which he had entered on Feb, 26 
with Flexner dysentery. Five days after the original 
admission he was still passing 14 stools a day with blood and 


mucus, so sulphaguanidine was given. On the 6th day of 


treatment, when he had had 89 g., mental symptoms appeared. 
When seen by us he was drowsy and semi-stuporose, took no 
interest in the ward activities, and needed to be roused to take 
fluids. He was completely disorientated for time and place, 
and although he could give his age and date of birth correctly 
he could not work out what year it was. Sulphaguanidine 
was stopped, he was given large quantities of fluids, and in 
24 hours he was sufficiently normal to be moved from a 
psychotic to a general ward, Two days later, however, he 
again became confused and was found walking about naked. 
He was slightly disorientated for time, though not for place, 
and remembered his eccentric behaviour though he was 
unable to account for it. This relapse coincided with a rise 
in temperature to 101° F. and pulse-rate to 100, but he was 
passing only two or three relaxed stools a day with no blood 
or mucus. Under psychiatric treatment once more he made 
a rapid recovery and in 3 days he was rational. There was 
no previous or family history of mental disorder. 


CasE 3.—A RAF corporal aged 27 was transferred on 
Feb. 20, 1943, from his station sick-quarters. He had been 
admitted on the 17th after passing four loose motions 
containing blood. There was then diffuse abdominal 
tenderness, but no pyrexia; his pulse-rate was 68 and he 
was not. “toxic.” On Feb. 18 he passed four semi- 
solid stools and appeared quite fit, but on the 19th there 
was much mucus in the stools, with possibly a little blood, 
and he was given sulphaguanidine 10 g. four-hourly. Next 
morning at 8 he was found to be confused, disorientated and 
catatonic ; he was blue and his pulse showed an alarming 
tendency to fade away. He had had 60 g. of sulphaguanidine 
in 24 hours. At 11.15 am he was discovered sitting up in 
bed, having been incontinent of urine, looking very blue, and 
his pulse disappeared for a few seconds at a time. Oxygen 
and 2 c.em. ‘ Anacortone ’ were administered and he was sent 
to hospital. On arrival at 12.20 pm on Feb. 20 he was blue, 
disorientated and incapable of speech ; he gazed around with 
detached curiosity varied by an occasional inane smile. 
There was a tendency to perseveration; for instance, he 
would not open his mouth till asked several times, and an 
equal effort was required to persuade him to close it. A limb 
placed in any position was kept there indefinitely. He was, 
however, irritable to stimuli, drawing the limb angrily away 
when pricked with a pin. Blood-pressure 120/80; pulse 60 
and regular; respirations irregular both in frequency and 


1, Little, 8. C. J. Amer. med. Ass, 1942, 119, 467 
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amplitude, sometimes very ry endl slow pry sometimes 
deeper and a little faster—a Cheyne-Stokes tendency. He was 
apyrexial and no other abnormality was found in the nervous 
or other systems so far as examination was possible. Oxygen 
was given and improved his colour, but some blue tinge 
remained, suggesting that the appearance was partly due to a 
sulphaguanidine derivative circulating in the blood, Fluids 
were given in large quantities, and sodium citrate grains 30 
two-hourly, to prevent deposition of acetyl derivatives in the 
renal tract. 

By 2.30 em he could utter a few irreleyant words, but still 
displayed both affective and cognitive disorientation. He 
was blue, but breathing normally. At 5.15 pm he was rational 
but had amnesia for the preceding few weeks.’ His general 
condition had much improved and oxygen was stopped, 
though he was still blue. Next day he was entirely orientated ; 
his memory had returned and he even had a vague recollection 
of the whole of his illness. The blueness lasted another 24 
hours, after which he made a rapid recovery. There was no 
previous or family history of mental disorder and he had no 
dysenteric symptoms after admission. 


It may be suggested that these confusional states were 
due to the original dysentery, though in all cases the 
dysenteric symptoms had much improved, and there was 
no pyrexia at the onset of the psychosis. Admittedly 
the temperature rose with the relapse in case 2, but the 
stools at that.time were not significantly dysenteric and 
the original psychotic attack had been apyrexial. We 
had no facilities for estimating the sulphonamides in the 
blood and no definite evidence of excessive sulphaguani- 
dine absorption can be brought in the first two cases; 
but in case 3 the appearance was like that of a patient 
receiving heavy doses of sulphanilamide. This patient’s 
dysentery was so mild, the sulphaguanidine dosage was 
so large and so concentrated, and the recovery after its 
ceSsation was so immediate, that we feel the drug must 
have been the cause of the psychosis. It should, 
however, be added that though we consider the dosage 
excessive both on economic and therapeutic grounds, it 
had been employed in many other cases without 
untoward incident. 


We wish to thank Colonel J. R. McDonald, MC, TD, 
RAMC, and Lieut.-Colonel I, Sutton, RAMC, for permission 
to publish these cases, 


TOBACCO SMOKING AND PULMONARY 
COMPLICATIONS AFTER OPERATION 


H. J. V. Morton, MD CAMB, D A 
AN ZESTHETIST, HILLINGDON COUNTY HOSPITAL, MIDDLESEX 


Ir has been suggested that the heavy tobacco-smoking 
habit carries with it an added risk of postoperative 
pulmonary complications (Diez 1931, Griffiths 1934, 
Rappert 1935, Marshall 1939), but the etiological 
pono of the catarrhe des fumeurs is rarely 

mphasised by English writers. Lyons (1932) states 
that in his experience bronchitis is more likely to occur 
in heavy smokers than in those who do not smoke, 
or only smoke moderately. This opinion may be shared 
by many surgeons and anesthetists, but 1 can find no 
statistical proof or refutation of it. 

During the three years 1939-41 a study of post- 
operative pulmonary complications at Hillingdon County 
Hospital gave me an opportunity for statistical i inv estiga- 
tion of this intriguing question. 

The disease complex 
pneumonia, the complications précoces a début généralement 
bronchitiques of the French writers, accounts for the great 
majority of postoperative pulmonary complications. 
Only the figures for these types of complications are 
given here and it will be noted that the general morbidity- 
rate shown in the tables is higher than most of those 
arrived at in many recent studies. The reason probably 
lies in the method of investigation, the restriction of 
the inquiry to adult abdominal operation cases, the 
use of ether anesthesia throughout and the inclusion 
of all cases of minor complications, Cases merely showing 
a slight productive cough with purulent sputum for 
a few days after operation, or exacerbations of similar 
preoperative conditions, were recorded, despite often 
negative findings on examination of the chest or absence 
of constitutional disturbance. 


In the conditions under there is no 
relationship between the extent of constitutional 
disturbance and the findings on physical examination 
of the lungs, though it is on the latter that a diagnosis 
is made. Hence complications encountered were further 
classified, those associated with a definite constitutional 
upset referable to the chest condition (as far as this 
could be assessed) being specially noted, irrespective 
of diagnosis. The figures for these cases are recorded 
column headed Til patients in the following 
tables. 


METHOD OF INVESTIGATION 


It is agreed that the pulmonary complication-rate 
is higher after abdominal operations, particularly upper 
abdominal operations, than after operations on other 
parts of the body. A study of cases of abdominal 
operations on adult patients was made and a consecutive 
series of 1257 cases (patients over 17 years of age) 
obtained, the total number being made up as follows : 


Appendicectomies (simple of abscess or 


peritonitis excluded) 354 
Herniotomies (all types) as 301 
Operations on pelvic organs (women) : 282 
Mid-abdominal operations (e.g., ileotransverse colostomy ) 96 
Upper abdominal operations . . 158 
Genito-urinary suprapubic cystotomy 

excluded) 66 


The importance and advantages of personally con- 
ducted investigations where postoperative pulmonary 
complications are concerned has often been stressed. 
Statistics merely compiled from hospital notes, often 
inadequately written, must surely be misleading. 

In this investigation I saw and questioned most of the 
patients before operation ; the night emergency cases. I saw 
next day. I visited the wards daily and confirmed uneventful 
convalescence or noted the course of complications. On the 
few occasions when I was away a colleague familiar with 
the investigation did the rounds and kept the notes. When 
a case had been seen to a conclusion the data were transferred 
to a Cope-Chart filing card. The method of approach was 
by some such words as: ‘I have been talking to a lot of 
the men in the ward lately and asking them, just as a matter 
of interest, how much they smoke. How’ many fags a day 
do you get through?” A direct question without preamble 
yielded a higher proportion of non-smokers than this more 
casual approach. They thought they were going to be forbidden 
to smoke for some medical reason, and some thought it best 
to say they didn’t smoke at all. The ward sisters, however, 
could always provide the real answer in doubtful cases after 
the patient had been in the ward for a week or two. 


X-ray pictures were taken in all cases of doubtful 
diagnosis. By this personal method of approach 
‘fluctuations in diagnostic standard are minimised 
and errors ef omission more nearly eliminated ” 
(Lindskog 1937). This remark is particularly apt in 


regard to pulmonary complications developing after 


abdominal operations, as in the cases in question. 
In these cases the common occurrence of varying 
degrees of basal hypoventilation, often asymptomatic, 
may tend to confuse the diagnosis (Overholt and Veal 
1933, Elwyn 1922, Tondeur 1937, 1938, Briscoe 1931, 
Muller et al. 1929). 


SOME AZTIOLOGICAL FACTORS 


The part played by the anesthetic in the causation 
of postoperative pulmonary complications is a subject 
of controversy. Many recent writers claim that 
the nature of the anesthetic agent is of relatively 
minor importance (Gius 1940, Muller et al. 1929, 
Featherstone 1925, Thomas et al. 1938, Watter 1936, 
Rovenstine and Taylor 1936, Brunn and Brill 1930, 
Mastin 1938). Many will doubtless agree with Burford 
(1938) that “‘the anesthetic may affect the result 
directly through the degree of damage or excessive 
irritation produced in the respiratory tract, and through 
the degree of bodily depression produced by the 
anesthetic itself.’ It is probable that.a warm moist 
atmosphere as produced in closed-circuit anesthesia is less 
irritating to the respiratory tract than a cold dry one 
(Waters 1936). Certainly the gentle and more natural 
breathing associated with closed-circuit anesthesia 
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must reduce postoperative fatigue of a_ patient’s 
respiratory muscles. In case the use of different anms- 
thetic agents and the use of the carbon dioxide absorption 
technique might have influenced the relative morbidity- 
rates, the cases in this series all received a general 
anesthetic (nitrous oxide and oxygen with minimal 
ether) and half of them were anzsthetised using the 
closed-circuit technique. 

There is evidence that the use of nasal endotracheal 
catheters may increase the morbidity-rate (Dawkins 
1937) though one subsequent investigation did not 
confirm this (Campbell and Gordon 1942). In the series 
here described this technique was only used in a few 
difficult upper abdominal cases and it is most unlikely 
that this has upset the validity of the relative morbidity 
figures. 

Most writers agree that heavy premedication favours 
pulmonary complications. This is usually attributed 
to prolongation of the immediate postoperative quiescent 
and hypoventilation period and depression of the cough 
reflex by powerful hypnotics (Gius 1940, Marshall 1939, 
Dawkins 1936, Holman 1939). 

Possibly omission of atropine may have some effect 
(Rappert 1935). One statistical study of this question 
has shown that the use of basal narcotics (bromethol, 
pentobarbital soluble) may double the morbidity-rate 
for certain groups of operations (Dawkins 1936). Despite 
the present popularity of basal narcosis, in all probability 
milder premedication of the * Omnopon ’-scopolamine type 
is much more generally used. Omnopon-scopolamine in 
normal doses sometimes causes serious respiratory 
depression, which atropine, as premedication, never 
does. It might be assumed that even the use of omnopon- 
scopolamine, or similar drugs, might predispose a 
patient to pulmonary complications. The present 
investigation also provided an opportunity for studying 
this question. 

All the patients received as_ premedication either 
omnopon gr. 1/3 and scopolamine gr. 1/150 or atropine 
gr. 1/75. These drugs were given on alternate operating 
days to offset any possible variation in morbidity 
referable to seasonal effects, and were evenly distributed 
with regard to upper and lower abdominal operation 
cases. ‘Table 1 shows the results of 1065 consecutive 
cases. Considering these findings it appears very unlikely 
that the use of two kinds of premedication would have 
influenced the figures for the effects of tobacco-smoking 
which follow. Any difference in effect cannot be taken 


TABLE I-—-INFLUENCE OF PREMEDICATION 


(Abdominal operations, all types, both sexes; gas-oxygen 
and ether anzsthesia) 


| | Broncho- | Total 
Pre- | Cases | Chest | Bron- | pneumonia’ complica- Ill 
medics Sito | clear | chitis | and tion patients 
| atelectasis rate 
| | | % 
Atropine || 414 315 82 | 17 23°9 23 
(19-8) (4-1) (5°5) 
Omnopon- } 651 457 | 164 | 30 29-8 | 31 
scopolamine | | | (25-2) (46) | (4:7) 
| 
Figures in parentheses are percentages. 
as. significant—certainly not compared with basal 


narcosis statistics mentioned above. One would not 
be influenced against using omnopon-scopolamine when 
its excellent effects, both from the patient’s and the 
anesthetist’s points of view are taken into account. 


INFLUENCE OF TOBACCO-SMOKING 

The patients were grouped into three categories : 
(1) smokers; (2) light smokers; (3) non-smokers. 
(‘‘ Smokers’ were those who took more than 10 
cigarettes or 40z. tobacco a day.) Unfortunately for 
the investigator, as might be expected, non-smoking 
men were few, and ‘‘smokers’’ among the women 
fewer. However, table 11A shows the general figures 
obtained. 

It is clear that the effects of smoking are an 
wtiological factor of great importance. Not only is 
there great disparity among the bronchitis groups, 
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in ory some “waslation might be expected, but also 
in the more serious complication groups. Further, 
smoking seems definitely to increase the risk of compli- 
cations causing constitutional disturbance. The more 
striking difference between the figures for light smokers 
and non-smokers among the men as compared with 
the similar figures for women is probably accounted for 
by the fact that many women coming into the “ light 
smoker ” group hardly smoked at all. 

Table 11B shows figures for one selected group of 
patients, a striking comparison, though unfortunately 


TABLE II—INFLUENCE OF TOBACCO-SMOKING 
A. ABDOMINAL OPERATIONS, ALL TYPES 
Men over 20 


Non-sm. 22 22 


Group | on Broncho- | 

‘ ‘nang Chest pneumonia’ compli- 1 
Cases) Clear Bronchitis ond patients 
atelectasis rate | 

of 
Smokers | 300 125 159 (53) 16 (5°3) 58-3 28 (9-3) 
Light sm. || 180 | 123 | 50 (27-7)} 7 316 | 6 (3-3) 
Non-sm. || 66 61 4(6-0) | 1 (15) 75) (15) 
Women over 20 
% 
Smokers 23 9 | 10 (43-5) 4 (17-4) 60-9 | 4 (17-4) 
Light sm. | 62 | 48 13 (20-9) 1 (1°6) 22°5 3 (4°8) 
Non-sm. || 518 | 460 | 42 (8-1) | 16 (3-1) 11-2 [16 (3-1) 
B. NON-STRANGULATED INGUINAL HERNIA 
Men, 20 -60 
| | % | 
Smokers 118, 57 | G1 (51-5) ual 51°5 ; 5 (4°3) 
Lightsm.| 70 | 55 15 (214)! | 1 (1-4) 


. 


C. OPERATIONS FOR NON-STRANGULATED INGUINAL HERNIA AND 
APPENDICECTOMY 
Men, 40 


° 


Smokers | 106 50 | 54 (51°0) | 2 (1-9) 52-9 9 (8-5) 
Lightam.| 76 63 12 (15-8) | 1 (1-3) 17-1 oo 
Non-sm. 28 | 28 | 
Men, 41 and over 
} 
Smokers 83 34 48 (57-9) 1 (1-2) 59-1 2 (2-4) 
Lightsm. |) 43 25 | 18 (42:0) 42-0 1 
Non-am. |) 11) 10 | 1 (9-2) | 
D. ABDOMINAL OPERATIONS, ALL TYPES 
Men, 21-40 
| 
Smokers 141 635 73 (52-0) (3-5) | | 14 (10-0) 
| } | 
Light sm. 95 72 | 19 (20-0) 4 (4-2) | 24-2 1 (1-0) 
Non-sm. $5 | 34 |] (2°8) 
| 
Men, 41 and over 
% 
Smokers 159 62 | 86 (54-0) 11 (6-9) 60-9 | 14 (8-8) 
Light sm. 85 |; 51 |} 31 (36-5) 3 (3-5) 40-0 | 5 (5-9) 
| 
Non-sm. 31 27 4 (12-9) | ae 12-9 


Figures in ses are percentages, 
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the number of cases is small. It will be noted that in 
this particular group no cases of bronchopneumonia 
or atelectasis were observed, though both complica- 
tions occurred among the strangulated hernia cases 
studied. 

The postoperative pulmonary morbidity-rate tends to 
increase with age, though it is usual to point out in this 
connexion that a disproportionate number of long and 
formidable operations occur among the older age-groups. 
Table 11 c shows figures for male patients after the usually 
shorter and simpler operations of appendicectomy and for 
non-strangulated inguinal hernia, broadly divided into 
younger and older age-groups. Table 11D shows figures 
for all types of abdominal operations in similar age- 
groups. Some of the figures are again unfortunately 
small, but the tendency clearly follows that shown in 
the preceding tables, despite possible influencing factors 
connected with age. 

I have observed that habitual pipe-smoking has far 
less significance than cigarette-smoking ; but statistical 
proof is lacking. It also seems that temporary abstention 
before operation has a beneficial effect—an important 


int. 

It is difficult to believe that the production of muco- 
purulent sputum within 12-18 hours of an operation 
is possible in the absence of a previously infected 
bronchial mucous membrane (Brock 1936). It may be 
assumed that many smokers suffer from some degree 
of chronic tracheobronchitis which under normal 
conditions may be nearly asymptomatic. The existence 
of this condition is often overlooked. After laparotomy, 
basal hypoventilation and restriction of efficient coughing 
bring about stagnation of bronchial secretion, the latter 
often already excessive in these cases. The secretion 
accumulates and becomes infected and purulent and 
true bronchitis develops. Bronchial block and a major 
complication may follow; alternatively, the sputum 
may be coughed out as vital capacity and muscular 
power returns and pain diminishes and before a more 
serious complication has had time to develop. Where 
there is little or no postoperative interference witb vital 
capacity or coughing—e.g.. after most nqn-abdominal 
operations—this succession of events is probably avoided 
at its outset. In a consecutive series of 350 major 
non-abdominal operations (ENT, orthopedic and 
gynecological) only one case of a pulmonary complication 
was observed—hypostatic pneumonia in a woman of 
72 after manipulation and application of a plaster spica 
for fractured neck of femur. 

Sex-incidence.—It is generally agreed that postoperative 
pulmonary complications are commoner in men than 
in women—three times as common, according to some 
authorities, for all types of operations. This is usually 
accounted for by man’s greater dependence on dia- 
phragmatic breathing, his normal respiration being 
thus more interfered with after laparotomy. Also 
there is a greater and longer reduction in vital capacity 
after upper abdominal operations in men (Beecher 1933). 
A greater incidence of chronic infection of the respiratory 
tract in men associated with outdoor work in all weathers 
has also been suggested (Brock 1936). The operation of 
herniotomy in males carries a high complication-rate 
and this type of operation forms a large group in any 
statistical series (Battle 1936). Pneumonia itself is 
predominantly a disease of males (Stoneburner and 
Finland 1941, Osler 1928). It has also been suggested 
that women have a higher immunity because of the 
hardening they undergo as the result of modern dress. 
(Ravdin and Kern 1926). The relative importance of 
the heavy smoker’s chronic “ bronchial catarrh”’ is 
rarely mentioned (Griffiths 1934). 

Table 11 represents the sex-incidence for the present 
series. It will be noted that the total complication-rate 
is about three times greater in males, which is in keeping 
with general opinion. If however table UA is consulted 
it will be seen that group for group the morbidity-rate 
is approximately the same for the two sexes. 

It may be assumed that in the usual statistical 
studies the preponderance of complications in males 
reflects the far larger proportion of heavy smokers 
among male patients, which group, in either sex, carries 
the greatest morbidity-rate. This is further supported 
by Burford’s (1938) figures in which the male-female 
incidence ratio is less than 2:1. In this series, however, 
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TABLE I1I—SEX-INCIDENCE 
Abdominal operations, all types 
(Patients over 17 years of age) 


I | | Broncho- | Total | 


| 
‘Chest ia! compli- | 
| | Pheumonia! compli- | Tit 
Sex Cases | | Bronchitis and | cation | patients 
atelectasis | rate 
Men .. 599 354 218 (36-3) 27 (4°55) | 40°83 | 38 (6-3) 
Women || 658 | 571 | 66 (10-0) | 21(3-2) | 13:2 | 24 (3-6) 
Total i 1257 925 | 284 (22-6); 48(3°8) | 26-4 62 (4-9) 


patients received cyclopropane anzsthesia; and since 
this is relatively non-irritating to the respiratory tract, 
the complication-rate for the male smokers was probably 
reduced, thus accounting for the more nearly equal 
séx-incidence. 

SUMMARY 


The incidence of bronchitis, atelectasis and broncho- 
pneumonia after abdominal operations and ‘ gas-oxygen- 
ether”? has been studied in 1257 cases in adults. 

The use of omnopon-scopolamine, a mild respiratory 
depressant, for premedication was associated with a 
slight but not significant increase in pulmonary com- 
plications, as compared with the use of atropine alone, 
which has no depressant effect. 

The combined figures for all types of abdominal 
operations show that the morbidity-rate for smokers 
taking more than 10 cigarettes or 40z. tobacco a day 
is about 6 times that for non-smokers. . 

Smokers are more likely to develop complications 
associated with serious constitutional disturbance. 

The sex-incidence ratio of pulmonary complications 
is explained. 

When abdominal operations are contemplated, it is 
advisable for smokers to stop or reduce their smoking 
as a precaution against pulmonary complications. 

An investigation into the behaviour of ‘* smokers ”’ and 
non-smokers after abdominal operations and anzsthetics 
other than ether is being undertaken. 


I wish to thank Dr. W. Arklay Steel, medical director, 
and members of the surgical staff of the hospital, Mr. L. 
Fatti, Mr. G. W. Duncan and Mr. H. G. Hanley, for allowing 
me to follow up their cases. 
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EXTENSIVE BURNS 
TREATED IN AN OPEN IRRIGATION CHAMBER 


H. M. GOLDBERG, MBLOND, FRCS 
ASSISTANT SURGEON, EMS 


SNCLOSURE of burns in an oil-coated silk envelope 
prevents reinfection and facilitates irrigati6n with anti- 
septics. Until recently the method could not be applied 
to very large burns, but the Stannard Irrigation Company 
has now devised a bed converted into an irrigation 
chamber which serves this purpose. 

Equipment.—The bed is slightly broader than the normal 
hospital bed and is fitted with side bars 9 inches high (see 
figure). The head end can be cranked up to make it slope 
during irrigation. An overhead beam is available for exten- 
sion and there is a slot on one side to fix a stand for the 
irrigation jar. The mattress, made of * Sorbo’ rubber, is 
covered with a double layer of coated silk sheet—an outer 
strong one for durability and aninnerthinone. The sheet folds 
up at the sides to be fixed to the side and end bars, and it has 
an outlet tube at the foot end, converting the bed into a 
bath-tub. The blanket cover and pillow-cases are made of 
coated silk and the patient wears a wide coated silk gown so 
that everything that may come in contact with irrigation 
fluid is made of that material. The gown can be modified 
to cover all burnt areas—e.g., with a high collar and long 
sleeves to cover burns of the neck and hands. 

Method.—The coated silk sheet and gown are sterilised by 
spraying with 0-2% sodium hypochlorite before the patient 
is put into the bed. Preliminary irrigation of the patient 
is done under anesthesia with )-2% sodium hypochlorite to 
which one drachm of 15% sodium lauryl sulphate is added 
for every pint. (The lauryl sulphate acts as a detergent and 
so augments the action of the hypochlorite.) Irrigations 
are then carried out three times a day with 0-05% sodium 
hypochlorite, containing 1 drachm of 15% sodium lauryl 
sulphate to the pint, at a temperature of 100° F. Two nurses 
should be available for the irrigation, which takes about 
20 minutes. The cover and pillows are taken out of the bed and 
the sheet is sterilised by spraying with 0-2% sodium hypo- 
chlorite. The patient is then undressed. While one nurse 
performs the irrigation, the other cleans and sterilises the gown, 
which is then reapplied. The 
the bed until the burns are healed or ready for skin-grafting. 
Bedpans and urinals are sterilised before use. 

The burnt area is not permanently enclosed in an 
airtight bag, for the gown has to be taken off for each 
irrigation and then put on again. The chances of rein- 
fection, however, are minimal, for after removal of the 
gown the patient lies on the coated silk sheet which is 
sterilised by hypochlorite. The patient feels comfortable 
in his gown, and pain is absent because the coated silk 
does not stick to the raw areas. He can move about 
freely and is encouraged to do exercises in bed as soon as 
his general condition permits. Joint stiffmess and 
contractures are thus prevented. If irrigation with 
0-05%, hypochlorite is painful the strength can 
be reduced for a few days to 0:03%,. 


CASE-REPORT 


An aircraftman, aged 23, was admitted to 
Pinder Fields Hospital, Wakefield, on July 17, 
1943. He had been standing on an oil tank fixing 
electric cables when a high-tension wire hit the 
tank which exploded. He was thrown into the 
air and his clothes caught fire. He sustained burns 
of faee, neck, whole of chest and abdomen, 
perineum, left arm and leg, both hands and half 
the back. They were mostly of second degree 
but there were areas of third degree in the 
precordial area (242 in.), the back of the left 
arm (10 x 2 in.), the left groin (7 x 3 in.), the 
inside of the left thigh (4 x 6 in.) and the left calf 
(6 x 24 in.). 

On admission he was moderately shocked ; the 
blood-pressure was 90/50 mm. Hg and the pulse- 
rate 120. He was given morphine gr. } and 
warmed, and 4 pints of plasma was given intra- 
venously. After recovery from shock the burnt 
areas were cleaned with soap and _ saline, 
under general anwsthesia ; 5° sulphanilamide in 
‘Lanette’ wax was applied and covered with 
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atient is never taken out of 
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soft-paratlin gauze ; and 5% tannic acid was applied to the 
face. 

By July 20 the burns were obviously septic and a toxie 
nephritis had developed. The temperature ranged between 
100° F. and 102° F. and the pulse-rate between 108 and 130. 
He was drowsy and incontinent and the daily urinary, output 
was only 30 oz., despite an intake of 6 pints. The urine con- 
tained albumin, leucocytes and granular easts. The blood- 
urea was 53 mg. per 100 c.cm., and the urea concentration 
60% of normal. The sulphonamide concentration in thé 
blood was 1-2 mg. per 100 c.cm, and sulphapyridine 1-0 g. was 
given four-hourly in an effort to raise it. 

On July 25 the dressings were changed and sulphonamide 
cream reapplied. The burns were heavily infected and a 
swab grew streptococci, Staph. albus and diphtheroids. The 
general condition was no better ; the temperature and pulse- 
rate remained elevated and the low urindry output persisted. 
The urine showed the same abnornal constituents. 

On July 29, under ethyl chloride and ether, the dressings 
were removed and the septic burns irrigated with 0:2% 
sodium hypochlorite. He was then put into the open irriga- 
tion chamber and dressed in the coated silk gown. Irrigation 
with 0.05% sodium hypochlorite was then¢eforward carried 
out three times a day, and sulphonamide powder was applied 
in the evening, a watch being kept on blood concentration, 
From July 31 onwards—the second day of this treatment 
—the patient’s attitude changed to one of cheerfulness and 
coéperation. Pain disappeared, apagt from a slight burning 
sensation during irrigation. He watched with interest the 
spreading epithelialisation, did exercises in bed, began to 
read, and when the hands were healed occupied himself with 
embroidery. His urinary output began to improve almost 
immediately. On August | his fluid intake was 79 oz. and 
his output 67 oz. ; on the 3rd his urine contained only a trace 
of albumin and no red cells or casts. The blood-urea was 40 
mg. and the urea clearance 120% of normal. 

By August 10 all second-degree burns had healed and 
lanoline was applied daily. The third-degree areas were 
still slightly septic. On the recommendation of Surgeon 
Lieut.-Commander (D) John Bunyan, we added | drachm of 
15% sodium lauryl sulphate to every pint of 0-05% hypo- 
chlorite. On August 20 the raw surfaces were ready for skin- 
grafting which was undertaken. On discharge on Nov. 15, 
the skin everywhere was supple. There were no contractures, 
and movements of all joints were full. 

CONCLUSION 

Experience with this case suggests that the open 
irrigation chamber is particularly useful (1) in burns of 
bathing-trunk distribution, because it reduces the 
special risks of infection in these areas and makes 
nursing simple, and (2) in extensive burns which are 
already septic, because toxic absorption is quickly 
overcome. 

Rather more nursing attention is required than is 
necessary for treatment with sulphonamide and other 
dressings, but no more than for the saline bath method. 
Rapid improvement of the general condition and the 
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daily progress of epithelialiention 
justify this additional work. 

I wish to thank the Stannard Irrigation Company for their 
advice and their loan of all the equipment, and the medical 
superintendent of Pinder Fields Hospital, Wakefield, for 
permission to publish this report. 
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AN UNUSUAL CASE OF 3 
CHRONIC MENINGOCOCCAL BACTERIEMIA 
WITH A NOTE ON NOMENCLATURE 
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MB CAMB 
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LAURENCE MARTIN, MD CAMB, MRCP 
RESEARCH ASST, DEPT OF MEDICINE, 
CAMBBIDGE UNIV; PHYSICIAN, EMS 


MAny writers op chronic meningococcal blood-stream 
infection have remarked on its infrequent recognition 
despite its characteristic clinical picture. Briefly, the 
classical features comprise an irregular fever accompanied 
by crops of reddish tender spots on the limbs and body, 
joint pains and effusions, muscle pains and malaise. 
Of these the combination of fever with crops of spots is 
perhaps the most constant and characteristic. 

The following case is recorded because the picture 
was unusual. The crops of spots, which appeared almost 
daily for six weeks, were accompanied by moderate and 
brief rises of temperature on three occasions only, and 
no other symptoms Were present. 

CASE-HISTORY 

A soldier aged 18 first noticed crops of reddish painful 
spots over both shins in April, 1943. He felt perfectly well 
and remained on duty for about a week before being sent to 
a hospital on April 22. No details are available beyond a 
diagnosis of cellulitis of the leg, but he is certain that his 
temperature was not raised. He returned to his unit on 
the 26th, was moved to another part of this country and 
remained free of spots or other symptoms until May 29. The 


. spots then recurred on the limbs and body and he reported 


sick only because they were painful. He felt perfectly well 
otherwise, no rise of temperature was observed, and he under- 
went strenuous training and assault courses without difficulty. 

On June 17 he was admitted to an EMS hospital for investiga- 
tion. He was afebrile and had no abnormal physical signs 
except the spots and some lesions of scabies on his wrists 
and fingers. Spots were present in moderate numbers on 
the shins, calves, thighs, chest and round the shoulder girdle. 
Those on the shins closely resembled erythema nodosum, 
but elsewhere they were about 5 mm. in diameter, reddish- 
purple in colour, slightly raised and painful on pressure ; 
some had a small central hamorrhageand somewhat resembled 
flea-bites. Older lesions which were fading» showed as 
brownish or purplish stains on the skin. The spleen was not 
palpable and there were no muscle pains, joint pains or 
effusions. White blood-cells: 8800 per ec.mm. with 72% 
polymorphs. The erythrocyte sedimentation-rate (Wester- 
gren) showed 51 mm, fall in the first hour. Radiograms of 
the chest and nasal sinuses were normal, 

A provisional diagnosis of chronic meningococcal bac- 
teriemia was made. 

Between June 17 and 26 the temperature never exceeded 
98-4° F. (four-hourly chart); fresh spots appeared almost daily 
as the old ones faded, and the patient felt quite well. Blood- 
cultures on June 21 and 25 were negative for meningococci. 
On the 27th the temperature rose sharply from 97° at 10 am 
to 102° at 6 py, but had fallen again to 97° by 10 am next 
day. No rigor, chill nor increase in the number of spots 
oceurred. A blood-culture on June 28 was again negative. 

The temperature then continued subnormal and fresh spots 
appeared again until July 5, when the temperature rose to 
101° and fell again to 98-2° between 10 AM and 10 pm. Two 
blood-cultures were taken during this period and one of them 
yielded meningococci group 1. Before this result became 
available a third isolated rise of temperature to 99° was 
recorded at 6 Pm on July 8 and spots appeared as before 
until July 10, when sulphapyridine was given in 2-gramme 
doses t.d.s. for three days. Thereafter, until discharge 
from hospital on July 28, no more spots appeared and the 
temperature remained subnormal. The erythrocyte sedi- 
mentation-rate, which had shown further first-hour readings 
of 43 and 32 mm. before administration of sulphapyridine, 
fell to 12 mm. three days later, and was 7 mm. on discharge. 
At no time did the pulse-rate exceed 80 per minute and the 
patient never admitted to any symptom other than the spots. 


CHRONIC MENINGOCOCCAL BACTERLEMIA 


[MARCH 18, 1944 


When seen again on Maw. 3 he had remained free from wars 

or other symptoms and had gained 1 st. in weight. 
DISCUSSION 

We have been unable to find recorded any similar 
ease of chronic meningococcal blood-stream infection in 
which fever was such an infrequent and minor occurrence. 
Stott and Copeman (1940) referred to afebrile periods 
of varying l&ngths among their cases and to the danger 
of discharging from hospital the patients who felt well 
in such a phase. There can be little doubt however 
that their use of the term afebrile period implied also 
the absence of spots, for fever and spots have always 
been closely linked in this disease and a patient would 
hardly be discharged if spots were still appearing. In 
future it might be preferable to use the term ‘‘ remission ’ 
for phases in which fever, spots and other symptoms 
are absent and to reserve ‘afebrile period ’’ for cases 
such as the one described where fever was absent although 
spots continued to appear. 

The designation of cases of chronic meningococcal 
blood-stream infection as a. septicemia is hallowed by 
long usage, but it is difficult to accept the term, with its 
serious implications in this particular case and in the 
many others whose symptoms are not severe. The term 
septicemia is clearly justified in the fulminating infec- 
tions by which a patient is generally overwhelmed before 
meningitis can develop, but the comparatively benign 
symptoms of the cases under discussion scarcely seem 
to warrant its use. 

Ryle (1938) and Whitby (1940) have defined septicemia 

as a grave clinical condition with high fever and severe 
constitutional disturbance caused by active growth of 
organisms in the blood-stream, while bacteri#mia, on the 
other hand, is a more benign state due to the simple transit 
of organisms in the blood as the prelude to some localised 
disease such as a staphylococcal perinephric abscess. In 
chronic meningococcal blood-stream infection the compara- 
tively mild symptoms, together with the fact that some 
untreated cases ultimately develop meningitis, are far more 
in accord with the definition of bacteria#mia. That others 
have felt uneasy about using the term septicemia is shown 
by Lambie (1938), who described a case of ** persistent benign 
meningococcal bacteriemia”’ and by Dock (1924), Graves 
et al. (1929), Marlow (1929) and Carbonell and Campbell 
(1938) among others who degcribed their cases as “* meningo- 
coccemia.” This latter term is perhaps the simplest descrip- 
tion of the condition, for it is not controversial and merely 
signifies the presence of meningococci in the blood-stream ; 
but its unpleasing sound would almost certainly preclude 
general use. 
We. suggest therefore that these cases be termed 
chrapic meningococcal bacterizmia and that the descrip- 
tion septicemia be abandoned. By thus using a term 
with milder clinical implications a better recognition of 
the disease may be assisted. 

Finally, two important points can be noted in the case 
described—first that the patient underwent strenuous 
military training in an active phase of the disease without 
any symptoms other than spots which might well have 
been dismissed as trivial, and secondly that the disease 
was suspected from the characters of the spots alone. 
The possibility of chronic meningococcal bacteriamia 
should always be borne in mind in cases resembling 
erythema nodosum or erythema multiforme, particularly 
if fever is present. 

SUMMARY 

A case of chronic meningococcal bacterizmia is 
described in which crops of spots appeared almost daily 
for six weeks and were accompanied by fever on only 
three occasions. It is suggested that the designation 
of chronic meningococcal septicemia be abandoned in 
favour of chronic meningococcal bacteriamia. 

Our thanks are due to the Emergency Public Health 
Laboratory Service, Cambridge, for blood-cultures and to 
Major-General A, W. Stott for a personal communication. 
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7 Medical Societies 


ASSOCIATION OF INDUSTRIAL MEDICAL 
OFFICERS 


AT a meeting of the association on March 4, with 
Dr. J. C. BripGe in the chair, a discussion on the 
Influence of Industry on Obstetrics and Gynezcology 
was opened by Mr. R. A. BREws. He began by describ- 
ing menstruation as a miniature miscarriage in which the 
unfertilised ovum is extruded. Only about 1% of 
women menstruate regularly, the rest varying by 
several days in either direction. Mazer in America 
puts menstruation within the limits of normal if the 


loss does not last more than 7 days, and the cycle is. 


between 21 and 35 days. Women are conditioned to 
expect minor mental and physical disorders in associa- 
tion with the menopause, but the Industrial Research 
Board have found that the mental and physical variations 
of ordinary life overshadow these. ° In 1933 Kaufmann 
published a first account of restoration of normal men- 
strual .cycle in a woman without ovaries. He gave 
her 1} million units of cestrin and 35 rabbit units of 
progestin and was able to establish the normal rhythm 
at the cost of £90 a period. This effect can now be 
achieved a little more cheaply but it is still an expensive 
luxury. It has been said that a diagnosis of primary 
amenorrhoea should not be made until an adolescent has 
reached full size and weight. Menstruation is certainly 
delayed in some to the age of 19 and the diagnosis stiould 
therefore only be applied to girls of 20 who have never 
menstruated. Of these, 70% show hypofunction of the 
pituitary, 15% defective ovarian function and 15% 
failure of development of the lower Miillerian tract. 
No treatment of material value is available. Those in 
the third group can be made to menstruate with hormone 
therapy, but it costs £400-500 to develop the tract in 
the first place and £80-90 a month to keep them going. 
These patients with undeveloped genital tracts, however, 
are well and happy and employable. Those with 
pituitary hypofunction are backward and lethargic, while 
those with defective ovarian secretion are often emotional 
anl show other climacteric symptoms. Patients with 
small or infrequent menses can sometimes be made 
more comfortable by hormone treatment given in small 
replacement doses. Mr. Brews favours a trial of the 
hormones for a few months but thinks that in most cases 
the treatment is more troublesome than the condition, 
besides being expensive. Even the diabetic, whose life 
depends on treatment, often gets slack about his injec- 
tions ; and in menstrual disorders there is no threat to 
keep the patient up to the mark. 

A few women do not menstruate, but ovulate regularly 
and are as fertile as anybody else; in these the endo- 
metrium goes through a normal cycle every month but 
regresses without disintegrating. Excessive menstrua- 
tion, whether by excessive loss at normal intervals, or 
by ordinary loss at short intervals must be attributed to 
organic disease until organic causes have been excluded. 
Functional bleeding is often the outcome of hormone 
imbalance. The pituitary governs the reproductive 
cycle, and it in turn is controlled from the base of the 
brain by the basal ganglia and the centres of the 
autonomic nervous system. At puberty and the meno- 
pause disorders of hormone balance are inevitable, since 
the ovaries, entering or leaving the cycle, force the other 
endocrines to adjust themselves. There is a similar 
cause for menstrual irregularity after pregnancy, and 
function is restored with the aid of reassurance, iron and 
sedatives. A woman usually has anovular bleeding for 
the first two or three years and the last two or three years 
of her menstrual life, with true periods in between. The 
rhesus monkey has three forms of haemorrhage from the 
genital tract ; between April and August it bleeds every 
30 days without ovulating ; for the rest of the year it 
bleeds every 30 days and ovulates, and also bleeds 
slightly half way through the cycle at the time of ovula- 
tion. A very few women follow this pattern. 

In the treatment of dysmenorrhoea, Mr. Brews said, 
there is almost no place for surgery. During the war 
cases of dysmenorrhcea reporting at the London Hospital 
have decreased but cases of abnormal menstrual function 
—temporary deficiency or excess—have increased. 
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Dysmenorrheea is largely psychogenic and better relieved 
by gymnastics than by hot bottles and smelling salts. 
Dilatation of: the cervix benefits only about a quarter 
of the cases treated, in his experience. Patients com- 
plaining of premenstrual feelings of tension, irritation, 
inability to concentrate, herpes and stomatitis benefit 
from progestin; those who have migraine associated 
with the menstrual cycle often do well on cestrin. Leu- 
corrheea is probably due to excessive hormone activity 
and improves with age; it can be treated by hygienic 
douching in the mornings. Gonococcal infection must 
be suspected when the discharge is purulent but in more 
than half the cases there is some other cause. Films 
must be taken from the cervix and urethra and the 
posterior vaginal fornix ; the blood must be taken for 
a gonococcal fixation test (and incidentally for Wasser- 
mann and Kahn tests). <A single full test of this kind 
will establish the presence of the gonococcus in half the 
cases in which it exists; but it must be repeated three 
times before a negative is accepted. Many discharges 
are caused by Trichomonas vaginalis, which is easily 
diagnosed. The nurse who treats it should be able to 
use a vaginal speculum and apply the treatment to the 
whole vaginal canal from the cervix down. With un- 
married women it may be necessary to give an anzsthetic 
before applying the treatment. 

The low backache following childbirth is often due to 
subinvolution of the abdominal wall which allows the 
pelvis to tilt forward and puts extra strain on the 
sacro-iliac joint. Some women miscarry easily, and some 
will not miscarry however hard they try. If pregnant 
women are employed no doubt some will miscarry ; and 
some of these would have miscarried if they had been at 
home in bed. <A job ina factory is probably less exacting 
than that of looking after a house: a pregnant woman who 
is discharged may in fact be going home to greater stress. 

Dr. CATHERINE SWANSTON saw no good reason why a 
normal pregnant woman should not work in a factory. 
The position is different with pathological cases. Women 
should be encouraged to report pregnancy to the medical 
department, and it should be made clear to them that 
pregnancy does not entail dismissal. They should be 
removed from toxic hazards, particularly poisons affect- 
ing the liver or blood-formmg organs. After the fourth 
month they should not be allowed to do night work, 
because they are apt to do too much work in their homes 
if they are there during the day. Those with morning 
sickness can be transferred to the afternoon shift, where 
the three-shift system is in operation; or they can be 
given leave to clock in late. All pregnant women should 
be told to avoid heavy lifting and to keep away from 
ladders and overhead machinery. They should not be 
given work with a dermatitis risk. Transferred or 
unmarried women are often at a loss to know where to 
seek advice and the medical and welfare department 
can help them. No -pregnant woman, she felt, should 
be refused her release from work if she applied for it. 
Recent analysis of a group of pregnant factory workers 
has shown that most of them work to the 5th, 6th or 7th 
months, the largest number being discharged during the 
6th morth. The unmarried women work to a later 
stage of pregnancy than the married, and return to work 
earlier after the birth of the child. Only 12% of married 
women return to their former jobs as compared with 
25% of unmarried women—for whom, of course, there 
is a stronger financial motive. 

Menopausal workers, Dr. Swanston finds, present a 
greater problem than those with menstrual] irregularities. 
They are apt to project menopausal symptoms on to 
some other condition such as a works injury, and to 
become regular attendants at the factory surgery. The 
advice of a gynecologist is often helpful in such cases. 
An analysis of sickness absence in a large group of women 
factory workers showed 5% of all sickness to be due to 
gynecological causes, and among these pregnancy 
accounted for nearly half the time lost. Uncertified 
sickness was under 2% but showed that a relatively large 
number of women took days off from time to time, 
probably sometimes on account of menstrual troubles. 
In over 1000 women discharged for various reasons, 
pregnancy was the cause in 36%, ‘and gynecological 
conditions in 6%. Of the 6%, three-quarters were 
incapacitated by menopausal symptoms or menorrhagia. 
If the influence of occupation on health is to be proper:y 


j 
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studied, the factory doctor must be aware of the diag- 
nosis, and the consultant and private practitioner must 
have a true picture of the patient’s work. 

Dr. JoAN McMICHAEL spoke of the adjustments which 
can be made in the types of work done by pregnant 
women. Weight-lifting should certainly be avoided. 
Those with morning sickness can be given permission to 
come in at 8 AM instead of 7, and should be taken off 
the night shift. The factory medical officer can check 
whether they are getting their priorities in milk and eggs 
and whether they are attending an antenatal clinic. Dr. 
McMichael offers them general advice and gives them 
simple pamphlets on pregnancy and childbirth. If they 
seek advice on birth-control she refers them to their 
own doctor or gives the name of a clinic. Some complain 
of sterility, and she is able to refer these to a sterility 
clinic at the local hospital. She finds many of the 
patients are shy of approaching their own doctors if these 
are men. Anemia is common, and too many of them, 
she considers, are satisfied with a low standard of health. 

In subsequent discussion Dr. L. B. BoURNE mentioned 
the advantages to be expected from having an antenatal 
clinie inside the factory. Dr. J. B. WratrHatn ROowE 
posed the conundrum ‘‘ If a woman is on night shift 
when does she have morning sickness ?”’ but no-one 
offered an answer. He also asked whether calcium is 
to bé recommended throughout pregnancy. He cau- 
tioned his colleagues about the reception sometimes 
given to good advice. He had suggested to a girl with 
bad mitral stenosis, and just about to marry, that she 
should get the opinion of a cardiologist before having a 
baby. The girl's father had complained to the manage- 
ment that it was no part of the factory medical officer’s 
duty to warn her on such a matter. 

Mr. BREwS said that the last three months of preg- 
nancy are a calcium drain on the mother, and if extra 
calcium is to be given at all, that is the time to give 
it. If the mother is getting a quart of milk a day she 
does not need extra calcium unless the pregnancy 
is multiple. Answering a question, he said that 10% 
of women with prolapse have never been pregnant, and 
in 90% the condition is associated with pregnancy. The 
main cause is injury or loss of elasticity of the pelvic floor. 
After pregnancy 2 months off work with adequate 
exercises should be prophylactic, and after that work in 
industry is unlikely to do more harm than housework 
or standing in queues. A question from Dr. MCMICHAEL 
brought the answer that the calcium content of dried 
milk is only about 5° less than that of fresh milk. 

Dr. JOSEPH ROBINSON recommended Blaud’s pill for 
the anemic, and Mr. BREws endorsed this, advising doses 
of grains 30, three times aday. The 18 periods saved 
during pregnancy and lactation do not compensate for 
the iron lost to the foetus and in the bleeding of labour, 
and the diet in this country at best is only just in iron 
balance. 

Dr. J. E. CHEESMAN had not hed the same gynzeco- 
logical complaints made to him as Dr. Swanston and Dr. 
McMichael and wondered whether this was because he 
was aman. Other men at the meeting had found good 
nurses useful in securing the confidence of the women. 

Dr. W. JEAFFRESON LLOYD thought much of the work 
being done was estimable but doubted whether some of it 
fell within the duty of industrial medical officers. Of 
course they get asked for advice, but he feels it is pre- 
sumption to give it: they should write to the patient’s 
doctor. Dr. Rowe disagreed. The opinion is growing, 
he thinks, that a doctor who works in a factory is not a 
doctor ; but it is every doctor’s duty to educate the 
people about their health, and that means offering 
advice in abnormal cases. 


WEEKEND CourRss FoR Factory MOs.—Sir Wilson Jameson 
will open a course on health in the factory to-be held at the 
London School of Hygiene, Keppel Street, W.C., on March 25 
and 26, beginning at 2PM on the Saturday. The lecturers will 
include: Dr. C. H. C. Toussaint (tuberculosis and the industrial 
worker), Dr. 8S. W. Fisher (industrial disease of coal-miners), 
Dr. H. B. Trumper (medical inspection of canteens), Dr. R. S. F. 
Schilling (young persons in industry), and Dr. N. Langdon 
Lloyd (the medical selection of factory personnel). During the 
last hour of the course a brains trust will answer questions 
submitted by members, 
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Reviews of Books 


Clinical Parasitology 
(3rded.) C.F. Craic, Mp, colonel U.S. Army ; E. C. Faust, 
MA, PH D, professor of parasitology, Tulane. (Kimpton. 
Pp. 767. 45s.) 

THE third edition within seven years of this popular 
textbook, like its forerunners, condenses Colonel 
Craig’s Amebiasis and Amebic Dysentery, his previous 
works on malaria, his more recent Laboratory Diagnosis of 
Protozoal Disease, and Professor Faust’s well-known 
Human Helminthology. As a modern presentment of 
tropical parasitology the book could hardly be bettered. 
but on diagnosis and treatment it is unequal ; the treat- 
ment of blackwater fever, for instance, is omitted and 
there is no mention of diamidines for leishmaniasis. 
On the other hand their importance hardly warrants the 
space given to prophylaxis of many non-pathogenic 
organisms, or to those oddly-named and _ ferocious 
helminths which have now and then been reported in 
man. Under arthropods, spider poisoning, rickettsial 
diseases and relapsing fevers are well discussed. Flies 
and mosquitoes and their associated diseases—yellow, 
sandfly and dengue fevers—get generous attention. The 
list of malaria-carrying anopheles mosquitoes is welcome, 
and the technical appendix includes serological tests for 
helminthic infections. Two coloured plates of malaria 
parasites made from cultures by the Bass and Johns 
technique are disappointing and even somewhat mislead- 
ing. The international code of nomenclature (for the 
taxonomically minded) and a complete list of published 
work conclude a comprehensive volume. 


Textbook of Pathology 


(4th ed.) J. Martin BEATTIE, MD EDIN, emeritus pro- 
fessor of bacteriology in the University of Liverpool : 
W. E. CARNEGIE DICKSON, MD EDIN., director of the 
pathological unit, West End Hospital for Nervous 
Diseases, London. (Heinemann. Pp. 1368. 84s.) 


THE last edition of this book ,was published in 1926 
and the task of the authors during war-time has 
not been easy. Many chapters such as those on the 
nervous system and on diseases of the blood have had 
to be revised and new subjects include virus diseases, 
disorders of the female reproductive organs, and the 
vitamin-deficiency diseases. The book is abreast of 
modern work and includes a description of the injuries 
caused by blast and by flying, and notes on the classifica - 
tion of the reticuloses. Written for students and 
practitioners it covers both general and special pathology ; 
it has a section on animal parasites but excludes bacterio- 
logy. The need to think of pathology as a science of the 
living and the value of such methods as supravital 
staining and biopsy are emphasised. More space might 
have been given to shock and to injuries caused by heat 
and cold and less to the description of amyloid disease. 
but tradition, in pathology as elsewhere, dies hard. Tllus- 
trations are good and there are useful references for the 
thoughtful student. 


This Milk Business 


A. G. Enock, Chartered Mechanical Engineer. (Lewis. 
Pp. 292. 18s.) 


Mr. Guy Enock, in his preface, regrets the lack of 
knowledge on the part of the milk-consumer ; but his 
book is not written rg enough to serve the reading 
public. He is at his best with the technical aspects of 
milk control and distribution ; the sections on produc- 
tion though good are incomplete. A strong advocate 
of pasteurisation, he favours the in-bottle method, 
which leads him to overestimate the risks of contamina- 
tion; bacterial counts, after all, are far removed from 
infections with specific pathogenic bacteria. He is 
highly critical of the new * high temperature short time ” 
pasteurisation and sees many faults in the ‘ holder 
method. When he comes to the health risks from milk 
he omits undulant fever, and mentions tuberculosis 
without giving its incidence in cows or the amount of 
human infection of bovine origin. The chief value of the 
volume, which is very well produced, is its contribution 
to the technical side of milk treatment and distribution. 
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‘Sodium Amytal’ 


in Psychiatric Conditions 


Many years of clinical experience have proved the value of 
‘ Sodium Amytal’ in disturbed mental conditions. Patients 
may receive effective doses with relative safety. Psycho- 
therapy may be successfully employed in the “ twilight ’’ 
state which is induced. This method is recommended 
for treatment of hospitalized cases but may be employed 
in private homes with adequate nursing supervision. 
Permanently good results may be obtained. 


BRAND 


References : Jour. of Mental Science, jan. 1941; Jour. of Mental Science, Jan. 1942; 
Practitioner, Sept. 1942. 


ELI LILLY AND COMPANY LIMITED 


BASINGSTOKE AND LONDON 


A Natural Stimulant 
of Proven Efficacy 


In cases of convalescence and where a mild 
tonic and stimulant is desirable, you may 
safely prescribe Tintara. An Australian 
Burgundy, produced from grapes grown 
on ferruginous soil, Tintara is a well- 
balanced wine of minimum acidity. It 
contains no added alcohol or sugar and 
is entirely free from drugs. This palatable 
tonic from Empire sources has proved its 


rgoyne's value time and time again. 
PURE TONIC BURGUNDY. 


Telephone: CITy 1616 Owing to shortage of stocks this wine 
is, temporarily, only supplied in bottles. 


SODIUM ISO-AMYL ETHYL BARBITURATE 
= 
== ray == 
uy 
pursoynes= 
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‘POLLACCINE’ 


For the Prophylaxis of Hayfever 


Immunization against grass pollen toxin, the specific 
causative agent in hayfever, is best accomplished by 
a long succession of prophylactic injections commenc- 
ing early in the year and continued until a few days 
prior to the commencement of the hayfever season. 


Provided a sufficiently high dose is reached, patients 
previously highly sensitive to grass pollen can pass 
through the hayfever season with complete immunity 
from symptoms. 


The frequency of inoculations will depend upon the 
time available. When injections are not commenced 
until late in March, a dose will have to be given every 


day. If treatment is delayed until May, as many as 


three injections daily may be necessary. 


For patients who experience only mild attacks of 
hayfever, amelioration of the symptoms during the 
summer months can often be secured by far fewer 
inoculations than’ are required for the complete 
desensitization of severe cases. 


‘Pollaccine’ is an extract of grass pollen 
prepared in the Laboratories of the Inocula- 
Pa tion Department (Founder, Sir A. E. Wright, 
. M.D., F.R.S.) of St. Mary’s Hospital, London, 
W.2, and is considered to be polyvalent for 

the pollen of all grasses. 


SOLE AGENTS: 


PARKE, DAVIS & CO. 
50, Beak St., London, W.I 


Inc. U.S.A., Liability Ltd. 
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NOR ANY DROP TO DRINK 


oR at all events to water the horses and wash the 
dairy pails, if you are not one of the 95%, of people 
who have a piped supply. Take a map of England 
and pencil in the boundaries of the 1100 water under- 
takings and see what is left outside them ; all the 
pastures and most of the cultivated land, employing 
(say) a couple of million people on whom we rely for 
our daily bread while we refuse them the reasonable 
comforts of civilisation. But hope for the waterless 
dawned again on Feb. 24 when Mr. SPEAKER allowed 
Mr. Levy, who had “* talked water ” for years to an 
inattentive House of Commons, to block a local bill 
with an appeal for a national scheme which at once 
captured the imagination of the House ; and when the 
Minister of Health, refreshingly new to his job, 
promised an early bill to deal with rural water and 
rural drains, and a white-paper setting out the whole 
position in the light of the inland water survey now 
almost completed. The thirsty greybeard may recall 
how, near was Parliament to some comprehensive 
measure when it received in 1868 the Royal Com- 
mission’s report, fully documented by FRANKLAND’S 
brilliant analyses. But in this matter of water the 
chemist and the engineer were a generation ahead of 
the sanitarian ; and their very success in safeguarding 
privately owned supplies, by chemical and_ later 
bacteriological analysis, reduced water-borne disease 
to an extent that lulled the official conscience. 
(Our water policy cannot, said Mr. WILLINK 
winding up last month’s debate, be such a disgrace 
when our typhoid deaths are the lowest in the world— 
forgetting perhaps the tragic slip of a county borough 
whose water-supply was left outside the jurisdiction 
of its public health department, and the anxious crop 
of minor epidemics that followed the rainless summer 
of 1933.) It was the late director of examinations 
to the Metropolitan Water Board who first applied to 
a public water-supply the discovery (demonstrated 
so well by NESFIELD in Mesopotamia during the last 
war) that chlorination could render almost any water 
safe to drink, and in the tactical successes on the 
water front the name of Houston will always be 
remembered with respect. Many other water under- 
takings have lived up to their duty, but the multi- 
plicity of local schemes has rendered more diificult 
any attempt at a national solution of the problem. 
On strategy it would be imprudent, even a little 
impious, to try to anticipate Mr. WILLINK’s promised 
white-paper, but there are a few salient facts of 
common knowledge. The first is that there is plenty 
of water for all if we share out. The hills of Somerset 
and Wales and Cumberland have first call on the 
moisture-laden westerly breezes—holiday makers 
may regret it—but the 20 inches of annual rainfall 
left for East Anglia is enough for man and beast, and 
we have no long periods of drought. GLASSPOOLE 
showed that the total rainfall had not varied from the 
average for many years more than 37°-up in 1872 
and 18%-down in 1887. The balance between what 
meteorologists call net precipitation and the require- 
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ments of the people may not leave much margin ; 
competent judges believe the balance is on the 
right side. Mr. Levy said we needed to utilise the 
supplies of water which descend from the heavens as 
well as those which rise up from beneath. At this 
moment the Thames has only a third of its usual 
March volume and the ground level of water has fallen 
ominously. But these are not two sources of water, 
they are separated only by time. The difference is 
that the water in the river reaches the sea more 
quickly, and with less purpose, than the water that 
percolates gently through the soil to replenish our 
wells. 

Given this adequate volume of water why not 
distribute it, as Mr. CHoRLTON would have us do, by a 
grid as if it were electric current ? Two factors, one 
physical and the other economic, make this a dream. 
Water, unlike gas, will not run uphill—it cannot cross 
the Pennines by gravity, or even the modest ridges 
that separate the river basins ; and the cost of trunk 
mains, and of pumping with its frictional loss, is 
prohibitive, at least for the present. Electricity 
itself would not have been gridded, owing to the cost 
of trunk cables, had not its intensity been upgraded a 
hundredfold—and water is incompressible. But all 
that is no reason why the consumer outside the star- 
fish tentacles of an existing piped supply should not 
have water laid on. The concentration of facilities 
on the urban community was a passing phase in our 
developing civilisation. The Minister of Health will 
now be thinking not whether water can be distributed 
everywhere, but how it is to be done. Maybe, in 
the ‘‘ more vigorous central initiative ’’ which he has 
promised, he will be ordering quite a number of sets 
consisting of a deep boring and an electric pump, and 
each village may get the attractive water-house 
which CostE described in his Chadwick lecture ten 
years ago.' If so, he may count on having public 
opinion with him. 


THE MOULD ANTIBIOTICS 


An ever-increasing profusion of micro-organisms 
are being found to produce substances which inhibit 
the growth of their fellows. Even in 1929 there were 
enough to form the subject of a monograph, and the 
application of these *‘ antibiotics’ to medicine has 
naturally stimulated research. The number of 
substances concerned has already strained the re- 
sources of conventional nomenclature and caused some 
confusion. The suffix -in permits one simple deriva- 
tive to be named after the generic and another after 
the specific name of the organism of origin ; the use 
of other characteristics is arbitrary. One way of 
avoiding confusion would-be to postpone the act of 
naming until chemical characterisation has proceeded 
beyond the bald knowledge that the compound is 
acidic, phenolic or basic; this should also prevent 
the allotting of special names to products later found 
to be mixtures. 

The problém was not so acute when the penicillia 
were first explored as sources of antibacterial agents, 
but it has grown rapidly. The name penicillin is 
reserved for a particular constitutent of a particular 
penicillium species, P. notatum ; its claim to the title 
is by prior right and not by logic, for it is not a product» 
common to the penicillia. It is distinct in nature 


1, Lancet, 1933, ii, 1354, 1450. 
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and action from penicillin. B or which is 
produced by the same organism ; from penillic acid, 
which is a breakdown product of penicillin ; and from 
penicillic acid,’ which was isolated from a different 
species of penicillium. Patulin‘ is produced by at 
least four species of fungus®*—P. patulum, P. clavi- 


forme, Aspergillus clavatus and A. gigantews—and has 


acquired three other names, claviformin, clavicin 
and clavatin. 

Of these compounds, the practical value of peni- 
cillin is proven ; its chemical structure has not been 
published but its molecule contains about fourteen 
carbon atoms. Penicillin-B is an enzyme with the 
extremely high molecular weight and other properties 
of a protein. It can be bacteriostatic in a concentra- 
tion of 1 in 50 million, becoming bactericidal in higher 
concentrations, but it has not found chemothera- 
peutic application. It only acts in the presence of 
glucose; this is because its action on’ bacteria 
depends on its formation of hydrogen peroxide, a 
by-product: of its normal enzymic activity which 
among common substances is confined to glucose. 
Penicillin-B is the only one of the five penicillium 
products which acts in this way, though another 
enzyme, which Jike it contains riboflavin and produces 
peroxide, is equally inhibitory to bacteria.* Penicillic 
acid is an effective bacteriostatic agent, not as yet 
applied therapeutically. Chemically, it is among 
the simplest of these substances: a tetronic acid, 
CgH,,0,, of known structure. The biological pro- 
perties of penillic acid do not appear to have been 
investigated. Patulin also is a relatively simple 
compound, inhibiting the growth or activities of a 
wide range of bacteria and tissue cells. 

The discovery of naturally occurring inhibitory 
substances such as these, or the discovery of chemo- 
therapeutically useful compounds from such sub- 
stances, shares at present the empiricism of other 
branches of chemotherapy. In the case of naturally 
occurring drugs this state of affairs can be changed 
only by the establishment of some connexion between 
the origin and action of the active substances. One 
suggestion linking these two aspects is that the 
antibiotic agents are formed in the organisms pro- 
ducing them because they are antibiotic.’ From this 
point of view, the behaviour of a fungus in producing 
penicillin is comparable to that of a tree in producing 
quinine, which inhibits protozoa of the soil, as well 
as those causing malaria. In the case of many 
penicillia,. isolation of the active substances is not 
necessary for the demonstration of their antibacterial 
effects—the immediate culture-filtrates are active in 
dilutions of 1/50 or 1/200. This shows the agents to 
be potentially effective under natural conditions ; and 
it is suggestive that the fungi often produce less, 
weight for weight, of a highly active substance such 
as penicillin than of a less active one such as penicillic 
acid. Mankind, in spite of: the native antibiotic 
agents of his skin, tears and blood, has found it 
expedient to appropriate those of other organisms. 
i. Coulthard, Cc, A. et al. Nature, Lond. mess. 150, 634; Roberts, 

. C. et al. J. biol. Chem. 1943, 147, 
2. Dufiin. W. M. and Smith, 8. Nature, ‘ea. 1943, 151, 
3 Oxford, A. E., Raistrick, H. and Smith, G. Chem. & wg 1942, 
4. Raistrick, Hi. Lancet, 1943, ii, 62 
6. Florey, H. M. A. Philpot, F. J. Nature, Lond. 


1944, 153, 
6, Green, D. x = Pauli, R. Prec. Soc. erp. Biol. N.Y. 1943, 54, 
14 


7. Salisbury, E. J. Nature, Lond. 1944, 153, 170 
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Fuller of the properties and 
functions of such products may provide characteristics 
for a more purposeful nomenclature. 


REVASCULARISATION OF THE HEART 

SURGICAL treatment of myocardial ischemia has 
still a long way to go before success becomes common- 
place. Several surgeons studied it extensively from 
the experimental aspect before putting their views 
into practice. Their aim has been to give the heart 
muscle a new blood-supply by providing collateral 
channels through adhesions between the myocardium 
and some vascular tissue graft. Experiments have 
been based on the effect of obstructing the coronary 
vessels some time after a graft has been fixed to the 
heart. If the area of heart muscle cut off from its 
coronary supply remains viable in the grafted animals 
while controls show infarction there is evidence of 
the efficacy of the new blood-supply. Results have 
differed in different hands, but this may be because 
of technical variations in the graft and in the ligation 
of the coronary vessels. LeRicHE and FontTatne ! 
in France recorded the successful case of a dog in 
which they used a muscle implant to replace an area 
of heart muscle which had been infarcted by coronary 
ligature. In the United States, Beck,? who has been 
indefatigable in his experiments, originally used 
pectoral muscle grafts. At Lambeth Hospital, 
O'SHAUGHNESSY * used omentum and lung as the 
grafting tissues. Injection studies in animals, and 
the few available autopsy specimens in man, have 
demonstrated that new blood-vessels undoubtedly 
develop in the adhesions, but that does not tell us 
whether the vascularisation is extensive enough, 
whether it is well placed, what is the direction of the 
blood-flow, or-how permanent is the new circulation. 

Accurate interpretation of results in man is not 
always easy. Patients with anginal symptoms may 
have definite standards of limitation on exertion or 
emotion; if these standards can be raised then 
presumably operation will have proved its worth. 
Other manifestations of coronary disease are un- 
certain in their future behaviour. The long period of 
medical treatment and rest which precedes operation 
will benefit most cases, and a patient may learn at this 
stage to be cautious in his activities. Frm‘ has 
made a clinical appraisal of the Beck operation by 
studying 37 patients operated on between 1935 and 
the outbreak of war. There were 14 postoperative 
deaths, but great relief is claimed for 14 of the sur- 
vivors. It seems, then, that the operation has distinct 
possibilities in carefully selected patients. Brock ® 
compares coronary artery disease with epilepsy 
arising from arterial degeneration. In both heart 
and brain an area of anoxeemia produced by vascular 
sclerosis may lead to the formation of an irritable 
focus or “ trigger.” The firing of this trigger in the 
brain leads to the convulsive phenomena of epilepsy ; 
in the heart it produces incoérdinate contraction of 
the muscle elements—ventricular fibrillation. If this 
area of irritability can be given an additional oxygen 
supply the ‘‘ explosion ’’ may be avoided ; the extra 
oxygenation may also save ischemic muscle from 


. Leriche, R. and Fontaine, R. Strasbourg-med. 1932, 92, 423. 
Beck, C. 8S. Ann. Surg. 1935, 102, 901. 

A ea ae L. Lancet, 1937, i, 185. Brit. J. Surg. 1936, 
. Feil, H. ase. Surg. 1943, 118, 807. 

. Ibid, p. 788. 
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degeneration and fibrosis. He uses the rather un- 
fortunate term “ blood-bath ”’ for the provision of 
a new blood-supply, and points out that very little 
extra blood will be enough to preserve the vitality 
of the trigger zone. There are two ways in which 
this extra blood can be supplied—by a graft applied 
to the heart, and by increasing the communication 
between the coronary -terminals, either by direct 
trauma (scratching or rubbing the pericardium) or 
by the irritation of foreign materials. Almost all 
workers have combined both methods. Brck uses 
muscle and fat plus scarification, and injects (0-2 
gramme of powdered asbestos into the pericardium ; 
King * makes out a good case for the introduction 
of human bone dust into the pericardium after it has 
been adequately exposed. Breck now advocates 
excision of the 4th, 5th and 6th costal cartilages and 
entry into the left pleura through the rib beds. The 
pericardium is then opened and sutured to the pre- 
cordium so as to bring the heart into contact with as 
much muscle, fat, and internal mammary and inter- 
costal vessels as possible. The parietal pericardium 
is roughened, and asbestos injected before closing 
the wound. He has apparently abandoned his 
pectoral-muscle graft. 

At its present stage cardiac surgery holds out no 
hope to the patient in extremis ; in selecting patients 
for operation cases of advanced coronary disease must 
be firmly excluded, for even the most optimistic 
exponent of grafting cannot expect to renew degen- 
erate heart muscle. The earlier that the diagnosis 
of coronary sclerosis is made the better will be the 
chance of surgical relief, but the harder will it be 
to convince physician and patient that surgery is 
justified. O’SHAUGHNESSY? gave as an example of 
a suitable case for surgery a middle-aged man who has 
had one attack of coronary thrombosis and has made 
a poor natural recovery. If pain and cardiac dysfunc- 
tion remain six months after the thrombosis, a 

vascularising operation may be employed to supple- 
ment natural recovery. In his view patients with 
disease round the coronary orifices but healthy 
coronary trees are suitable for operation. In the case 
of angina of effort, the uncertain prognosis without 
grafting must be balanced against the operative risk. 
He would exclude patients over 65 and those with 
gross renal or cerebral arteriosclerosis. For the pre- 
sent, the death of O’SHavaunessy and of his colleague 


H. E. MANSELL, and the more obvious demands of 


war surgery, have held up advances in this field in 
Britain. 


‘“ For ordinary tabulations of diseases and injuries, the 
condition to be coded is the final diagnosis of the principal 
disease or injury on account of which the patient sought 
treatment. Ip the case of hospital in-patients, this 
means the disability for which the patient was admitted 
to hospital, taking into account all subsequent revisions 
of diagnosis, including the results of an autopsy where 
death occurred in hospital and this was permitted.” 

Tuus Dr. Perey Stocks in his lucid introduction to a 
guidebook of 168 pages, published this week,’ on how 
to set out morbidity statistics, which contains 963 
6. King, E. 8S. J. Surgery =} the Heart, p. 437. 
7. See bee, 1939, ii, 21 


A Provisional Classific ies of Diseases and Injuries for use in 
compiling Morbidity Statistics. Medical Research Council. 


London, 1941, 


Spec. Rep. Ser. no. 248. By the Committee on Hospital 
Morbidity Statistics: chairman, Mr. E. Rock Carling, Frcs 
secretary, Dr. A, H. T. Robb-Smith. HMSO. 3s. 
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short descriptive titles (and many sub-titles) of the 
diseases and injuries to be coded, along with strict 
coding rules. The code numbers are collated with 
those of the International List (1938) of causes of 
death and those of the US Public Health diagnosis 
code. It is no use complaining that the diagnosis 
of disease during life does not run on all fours with 
the death certificates, for Dr. Stocks points out 
convincingly that the familiar International List is 
in fact based upon the morbid condition which started 
the train of events ultimately resulting in death. 


‘Every deceased person is first a sick or injured person. 


The bulk of illnesses, however, donot lead toa fatalissue, 
and the new manual devotes much greater attention 
than does the International List to minor conditions 
such as skin diseases, and to disabling conditions such 
as fractures. And since the study of morbidity must 
take into account the occupation of the individual, the 
manual includes an entertaining classification of what 
it is we do, and how it is we live, under 959 headings 
—which will be profoundly interesting to the social 
historian of later generations. Professor Greenwood 
also cuts the ground from under the feet of the 
objector who pretends to doubt the usefulness, at this 
stage of our knowledge, of any attempts to compile 
statistics of disease by telling him he is no wiser 
than Horace’s rustic waiting for the river to flow 
away. Should the logic of a Greenwood and the 
diligence of a Robb-Smith turn us into “ coders ” 

-as well they may, for otherwise we shall never 
know whether our treatment works—we may still 
envy John Graunt, FRS (1620-74) who started it all 
with only 10 code-words—thrush, convulsions, rickets, 


teeth and worms, abortives, chrysomes, infants, 
livergrown and overlaid. 
QUESTIONNAIRE 


HiruErtTo the practice of British Governments has 
heen to present their policies, cut and dried, in the form 
of parliamentary bills. The preliminary issue of white- 
papers for discussion by the public and all interested 
bodies is an innovation with much to commend it when 
the object is an agreed solution to complex problems. 
The medical profession has in this way been given a 
chance to express its opinions, in general and in detail, 
on the scheme for a National Health Service, and the 
next task is to ascertain these opinions and make sure 
that they are fully considered by the Ministries drafting 
the bill. The procedure adopted by the British Medical 
Association, as described in our issue of Feb. 19, is 
very well devised to suit present circumstances, and 
every doctor will wish to play his part by answering in 
the first place the questions addressed to him. A 
questionnaire from the British Institute of Public 
Opinion is now being sent by the BMA to all members 
of the profession at home and abroad, and the institute's 
analysis of the replies should display current opinion on 
a number of major issues raised by the white-paper. All 
parties will gain by knowing the extent of support for, 
or opposition to, specific proposals, and in our view the 
sending of this questionnaire marks a useful advance 
in democratic method within the profession. 

We are asked to state that the last sentence of Ques- 
tion 1 ought to read: ** Should or should not this basic 
proposal of the white-paper be accepted?” Some of 
the forms do not contain the words in italics. 


Mr. SOMERVILLE HASTINGS, FRCS, has been elected 
chairman of the London County Council. Mr, Hastings 
has been chairman of the hospitals and medical services 
committee of the council since it was reconstituted in 
1934. 


j 
| 
HAPPY JOHN GRAUNT 
| 
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Annotations 


THE KING AMONG THE SURGEONS 

Tue luncheon at no. 39, Linceln’s Inn Fields on 
March 8 was domestic in the proper sense of intimate or 
‘‘at home.” The King, as the College’s Visitor, sat on 
the president’s right, the Duke of Gloucester on his left, 
at the long table in the renovated council room of the 
war-scarred College. The 2 vice-presidents and the 
19 councillors (reinforced by generous donors and an 
ex-president or two) were not too far away from their 
guests, who included also Mr. S. M. Bruce, High Com- 
missioner for Australia. But the occasion was none the 
less symbolic, for the Duke of Gloucester (who is, by 
the way, a perpetual student of one of the London 
medical schools) after being admitted to the fellowship 
agreed to carry with him a similar diploma for Sir Hugh 
Devine, one of the founders and a past-president of the 
Royal Australasian College of Surgeons, and to present 
it to him in Melbourne as he could not come to London 
for it. The mimosa on the table was to remind him of 
its Australian associations. The speeches (reported on 
another page) did not take long but the chat went on 
contentedly until the Royal brothers, before leaving, 
were invited to see what remains of the Hunterian 
museum and the plans for its restoration. Surgeons 
the world over have now no time for anything except 
their grim task of saving life and salvaging limb, but the 
Hunterian tradition which has been the inspiration of 
their handicraft lives on and the occasion was a recogni- 
tion of that supreme fact. 


TOXICITY OF. SULPHAGUANIDINE 

SULPHAGUANIDINE has been widely used in the 
treatment of infective intestinal disease, and has the 
reputation of being only very slightly absorbed and 
practically non-toxic. In actual fact it is much more 
freely absorbed and more toxic than is generally realised. 
It was first described in 1938 by Buttle and others,! who 
regarded it as ‘ equal to sulphanilamide in activity and 
toxicity,’ and the studies of Marshall and his co-workers ? 
in 1940, from which time its popularity dates, showed 
that the toxicity by mouth is certainly no more and 
probably less than that of sulphapyridine or sulphathia- 
zole. It was reported by them as much less readily 
absorbed than other sulphonamides ; one dose of 6 g. 
per kg. body-weight gave a lower blood concentration 
of the drug than 0-5 g. per kg. of sulphapyridine. But 
erystals of sulphaguanidine derivatives are found sur- 
prisingly often in the urine, in spite of the much greater 
solubility of its acetyl derivative than that of sulpha- 
pyridine or sulphathiazole, showing that aonsiderable 
proportion is absorbed. Cases with toxic symptoms are 
already on record—thus Cole* mentions a patient with 
ulcerative colitis who developed a morbilliform rash and 
vomiting due to the drug. In this issue Crefton and 
Diggle describe three cases of confusional psychosis 
arising from sulphaguanidine treatment of dysentery ; 
their third case also developed cyanosis. The dosage 
in the last case was the enormous one of LO g. four- 
hourly, and symptoms developed after 60 g. had been 
given; in the other two cases the doses were smaller, 
though the total was still large-—87-5 g. in four days and 
89 g. in five days. In another paper, Stainer and 
Stapleton compare the absorption and excretion of 
sulphaguanidine, sulphathiazole succinylsulpha- 
thiazole (sulphasuxidine) in children, maintaining a 
uniform dosage of 0-05 g. per kg. four-hourly (a figure 
very close to that of the first two patients of Crofton and 
Diggle) for forty-eight hours. The total urinary excre- 
1. Buttle, G. A. H., Dewing, T., Fostey, G. E., Gray, W. H., Smith, 

S. and Stephenson, D. Biochem. J. 1938, 32, 1101. 

2. Marshall, E. K., Bratton, A. C., White, H. J. and Litchfield, J. T. 


Bull. Johns Hopk. Hosp, 1940, 67, 163. 
3. Cole, 8. L. J. Amer. med, Ass, 1942, 120, 196. 
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tions of sulphaguanidine and sulphathiazole in the first 
forty-eight hours were nearly equal, the mean values for six 
experiments being 27% of dose given for sulphaguanidine 
and 25-8% for sulphathiazole, but the blood levels of 
sulphaguanidine were only half those of sulphathiazole at 
a comparable time (2-14 mg. total and 1-56 mg. free drug 
per 100 c.cm compared with 4-7 mg. total and 3-45 mg. 
free). Smith* has.recently described a series of adult 
dysentery patients treated with sulphaguanidine, many 
of whom developed toxic rashes about the ninth day ; the 
blood sulphaguanidine level, on doses of 24 g. daily, was 
10-14mg. per 100c.cm. Jamieson, Brodie and Stiven® have 
also shown that considerable amounts of sulphaguanidine 
are found in the urine of patients receiving therapeutic 
doses of the drug, and Whyte® has observed sulphon- 
amide crystals in the urine of 18 out of 25 patients given 
a week’s course of sulphaguanidine totalling 51 g., 14 of 
them having red cells as well in spite of a fluid intake 
of over 5 pints a day. Sulphasuxidine stands on a 
different plane ; under the same conditions less than 2% 
of the drug ingested is found in the urine, and traces 
only in the blood. In surgieal practice, with the large 
initial *‘ loading dose ”’ usually given, measurable quan- 
tities are sometimes found in the blood, although the 
level is always very much lower than that of the other 
compounds. 

It is not yet possible to decide on the relative value 
of the various sulphonamides in the treatment of 
intestinal infections, and Paulley’ has suggested that 
sulphapyridine has advantages over the more widely 
used sulphaguanidine. It is clear however that sulpha- 
guanidine is a readily absorbed drug, and one capable 
of giving rise to toxic symptoms, and that adequate 
urinary output must be maintained to prevent the drug 
erystallising out. This is of particular importance since 
the conditions for which the drug is usually given— 
dysentery and dysentery-like illnesses—tend to a small 
output of concentrated urine unless energetic measures 
are taken. Sulphaguanidine is to be treated, like all 
other sulphonamides, as a valuable but potentially 
dangerous drug, and should not be exhibited in reckless 
dosage, as is the habit in some quarters today. Sulpha- 
suxidine and possibly other drugs of the same type, in 
which an acyl-substituent group is — oy to the NH, 
group of sulphathiazole, seem to he free from this 


» danger, and to live up to their reputation of being very 


poorly absorbed.® 


YANDELL HENDERSON 


Professor Yandell Henderson, of Yale, whose death in 
California was announced last month, may be briefly 
described as the man who put carbon dioxide on the 
map as a therapeutic agent. It was already known that 
carbon dioxide is a normal stimulus to respiration, but 
to Henderson we owe the suggestion that over-breathing, 
such as may be caused by surgical operation or injury, 
may lead to failure of the circulation and death. His 
first paper on this topic was published in the British 
Medical Journal in 1906. This and others which followed 
shortly received too little attention ; but Henderson, 
with characteristic vigour and outspokenness, pursued 
almost a campaign until the subject was taken up by 
the Medical Research Council 20 years later, and Dale and 
Evans (1926) found that carbon dioxide was necessary 
for the proper functioning of the vasomotor centre. In 
the meantime Henderson had caused carbon dioxide 
to be added to the cylinders of oxygen used for resuscita- 
tion by surgeons, rescue-workers in mines and fire- 
brigades. He had also demonstrated the great vari- 
4. Smith, H. G. Brit. med. J. Feb. 26, 1944, p. 287. 

5. Jamieson, W. M., Brodie, J. and Stiven, D. Ibid, March 4, 
1944,p.322. Whyte, J. H. S. Ibid, March 11, 1944, p. 373. 


7. Paulley, J. W. Lancet, 1942, ii, 592. 

8. Favourable findings ‘in mice with succinyl sulphapyrazine and 
malyl sulphathiazole are reported by Callomon, F. T. and 

Raiziss, G. W. J. Pharmacol, 1943, 79, 2u0. 
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THE LANCET} 
ability of the venous pressure and made extensive 
studies of the output of the heart. 

In his early days Henderson became associated with 
J.S. Haldane, to whom he owed much inspiration and to 
whom he dedicated his last bgok, Adventures in Respira- 
tion, which sums up his life’s work. He took part, in 
1911, with Haldane, Douglas and Schneider in the now 
famous expedition to Pike’s Peak, Colorado, which did 
much to lay the foundations of the knowledge today so 
important in high-altitude flying. Thereafter he became 
increasingly well known as the leading authority in 
America on respiration. Most of his useful life was 
spent at Yale, where J. F. Fulton succeeded him in the 
chair of physiology ; but he visited Britain regularly 
and was a frequenter of international congresses in 
physiology. To a host of friends he and his wife dis- 
pensed hospitality with great kindliness and good 
humour. His work remains, and with it happy memories 
of a great American. 


PASSIVE MASSEUSE, ACTIVE PATIENT 
SEEING their field widen, the Chartered Society of 
Massage and Medical Gymnastics have changed their 
name to the more apt ‘ Chartered Society of Physio- 
therapy.’ Some of the older ideas about massage are 
in any case dying a natural death: we are realising 
nowadays that it is not what the masseuse does for the 
patient but what she makes him do for himself that 
forwards his recovery. The new name, however, will 
not be not a true index of this changed outlook unless, 
as Mr. R. W. Watson-Jones lately insisted in an address 
to members of the society,' the masseuse is willing ts 
forgo rubbing and passive movements in favour of 
direct education of the patient in the active use of his 
muscles. It is perhaps unfair to blame the masseuse 
for too much faith in the patting and caressing of muscles 
when most patients and many surgeons encourage her 
in it. Only lately has the onus of getting well been 
shifted to the patient : in the past he has expected to lie 
back and be treated. Watson-Jones told the masseuses 
that there is only one indication for passive movements : 
a patient with a paralysed limb must have the joints 
moved to prevent stiffness and contractures. Those in 
training should be taught, he said, that there are no 
indications at all for passive forcing and stretching. He 
had lately seen slender union in forearm bones broken 
down by too much energy on the part of the masseuse; 
he had seen the onset of myositis ossificans, secondary 
nerve lesions, and an increase in the very stiffness for 
which the limb was being massaged. He finds muscle 
control of the joint to be more important than mobility, 
and would rather have 50° of controlled movement in the 
knee-joint than 160° with poor control and consequent 
insecurity and wobbling. The job of the physiotherapist 
is to get the patient to develop the muscles which move 
the joint. This skilled work needs a full anatomical train- 
ing, for a poisonous dose of exercise may be as harmful 
as under-treatment. From the very beginning cf treat- 
ment the patient must be guarded against forming bad 
habits. He must, for instance, be taught to walk 
properly in his plaster cast. Too many develop a trick 
of twisting the foot and lurching along with unequal 
step ; they should be started off with short equal steps 
and should gradually increase the length of the stride. 
The ‘ one-stick’’ limp must be prevented ; patients 
should use two sticks or none at all. Then, treatment 
must be carried through to the point at which the patient 
can use the injured part to the full extent of its powers. 
Time and again, Watson-Jones finds, patients are dis- 
charged from hospital without anyone making certain 
that they can run, or go up and down stairs. All his 
patients who have injured themselves by jumping from 
a height are taught to jump once more; and he does 


1, J. Chart, Soc, Physiotherapy, January, 1944, p. 72, 
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not regard the treatment of a fractured os calcis as 
complete until the man can jump from a height of 12 ft. 
—which corresponds roughly to a parachute drop. 

Another shift in treatment which he did not mention 
has been away from eleetric lights and sparks. In the 
last war it was usual to manipulate joints and to stimu- 
late muscles with faradism. In the peace years the 
small value of these methods and their potential dangers 
became clearer to orthopedic surgeons, who have now 
largely given them up. For the completely paralysed 
muscle, however, as R. B. Zachary pointed out in a recent 
postgraduate lecture, the galvanic current is of value, 
because it prevents wasting of the muscle while the 
nerve is regenerating. The blood-supply of a muscle 
depends on the call of muscle exercise ; if the muscles 
are allowed to lie idle they atrophy and may be per- 
manently scarred. 

Plenty of physical methods remain to fill the attention 
of the newly named society, among them those types of 
occupational therapy. which aim at exercising given 
groups of weak muscles. These can only be applied 


successfully by someone thoroughly familiar with 
individual muscle attachments and action. Watson- 


Jones would like to see masseuses, physiotherapists, 
occupational therapists, physical-training instructors 
and medical gymnasts all taking a common basic training. 
Their work has much shared territory ; they would find 
it an advantage to begin on common ground, parting 
later to enter the specialist field of their choice. 


DANGERS OF TRILENE ANZESTHESIA | 

Tue manufacturer’s warning, published in THE LANCET 
of Feb. 5 (p. 187), that trichlorethylene (‘ Trilene ’) 
should not be used with a closed circuit, is now explained. 
Some 15 cases of cranial-nerve palsies, and 6 deaths, 
have been ascribed to poisonous substances produced by 
the interaction of trilene and the soda lime of a carbon- 
dioxide absorber. Two patients, aged 40 years and 
22 months, who were anzsthetised with trilene in a 
closed-circuit machine on one afternoon at a Lancashire 
hospital, died next day, the autopsies showing oedema 
of the lungs, congestion of the brain and well-marked 
fatty degeneration of the liver. So far only the evidence 
given at the inquest is available, but this pointed to 
decomposition of the trilene into toxic substances as the 
cause of death. Other cases have been thoroughly, 
though not yet completely, investigated. Humphrey 
and McClelland ! report 13 cases of cranial-nerve palsies, 
with 2 deaths, seen at a hospital in Middlesex in four 
months of 1943. No trouble was encountered during 
the operations, but toxic effects appeared 24-48 hours 
later, ranging from subjective trigeminal anesthesia to 
a complete picture of encephalitis. The first complaint 
was usually of numbness round the lips with difficulty 
in swallowing, and within 2-3 days the whole distribu- 
tion of the fifth nerves was usually involved. Most cases 
developed a typical herpes febrilis around and sometimes 
inside the mouth on the third day, and at this time 
other cranial nerves were often affected, producing 
double vision, weakness of the face and palate, and 
tremor or deviation of the tongue. All the cranial 
nerves except the Ist, 2nd, 9th and llth were involved 
in one or more patients.. Postoperative vomiting was 
troublesome in about half the cases, some were depressed, 
listless or confused for 2—3 days, and a few complained of 
severe headache; there was no undue pyrexia. The 
milder cases recovered almost completely in a fortnight, 
but the more severe ones still showed subjective changes 
after five months. One patient died on her 3rd_post- 
operative day, and another on his 16th. The autopsies 
showed oedema at the base of the brain, with capillary 
hemorrhages and perivascular lymphocytic cuffing. 
Lumbar puncture, done in 9 patients in their first week, 
or Oe J. H. and McClelland, M. Brit. med. J. March 4, 1944, 
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showed no rise of pressure and a sterile fluid. No evi- 
dence of a virug infection was obtained from animal 
inoculation of cerebrospinal fluid or brain tissue. 

The mysterious feature of the cases was that they had 
received a variety of anesthetic agents. But these had 
all been given with a circle-type apparatus, incorporating 
a soda-lime absorber and a bottle containing a gauze 
wick which retains a little of any drug given previously. 
It was possible for trilene to linger in the machine and 
be carried over into the soda lime when an anesthetic 
was given with a closed circuit later. Trilene reacts 
with alkalis, especially when hot, and temperatures up 
to 70° C. had been recorded in the soda-lime cannister. 
Analysis showed that the trilene was pure, but it would 
react with soda lime to form dichloroacetylene ; 1° 
of this compound given with ether, or ether and trilene, 
in the hospital’s closed-circuit machine produced peri- 
vascular cuffing and focal necrosis in the brains of rabbits, 
and workers in Hunter’s department for research in 
industrial medicine at the London Hospital? have 
demonstrated that it will kill rats in convulsions. This, 
then, seems the answer to the riddle. But there is one 
other possibility—that a lavent herpes or other virus 
infection was lit up by the anesthetic. C. H. Andrewes 
at the National Institute for Medical Research obtained 
transfer to rabbits by intracorneal inoculation of vesicle 
fluid, and found herpes antibodies in the sera of all 13 
patients, though none had colds and only half could 
remember having herpes before. Herpes lesions were 
present in one of two cases of cranial-nerve palsy fol- 
lowing trilene anesthesia reported by Carden. His 
cases, however, strongly supported a toxie «etiology, and 
he could implicate a particular brand of soda lime, which 
contained nine times as much caustic soda as the kind 
he had previously used, and also had a much greater 
avidity for*water and a tendency to become excessively 
hot in use. He joins with Humphrey and McClelland 
and the manufacturers in emphasising the dangers of 
trilene anwsthesia with the present type of closed -cireyit 
machine. 


MALARIA AND MIGRATIONS 


A PROTOTYPE of one of the problems to be faced after 
the war is reported from France, and we should do well 
to profit by the lesson. In January, 1939, 418,000 
Spanish Republican refugees crossed the eastern end of 
the Pyrenees and some 300,000 were interned in camps 
along the sea-coast of Roussillon, now the Department 
of Pyrénées-orientales. This area was one of the last 
in metropolitan France to be rid of malaria. In 1862 
every type of the disease was commonly found, and 
although the district gradually became free from infec- 
tion arecrudescence took placein 1915-17 with indigenous 
cases still occurring up to 1921. Many types of Ano- 
pheles maculipennis abound in the district, including 
atroparvus and cambournaci—the former being the 
principal British vector and both being important 
vectors in Holland and Spain. Many of the refugees 
were infected with malaria, as was shown by some 350 
relapse cases developing in the camps. Warnings were 
apparently uttered by the medical profession, but with- 
out effect ; and, though 195,000 women, children and 
old people were quickly sent on into the interior, 214,000 
adult males remained in the area. Of these, 60,000 were 
in camp at Saint-Cyprien and 70,000 at Argelés, where 
the majority remained until well after the outbreak of 
the present war, with additions from other groups of 
interned aliens. The result was that in September, 
1939, 9 cases of malaria appeared among the camp 
guards at Saint-Cyprien, and in October 5 cases in the 
small fishing village of Canet, just outside the camp at 
the outlet of the Etang de Canet ; altogether there were 
some 50 cases that year in Canet and the neighbouring 


2. Hunter, D. /bid, p, 341. 3. Carden, 8. Ibid, p. 319. 
4. Sautet, J. Pr. méd. Nov. 6, 1943, p. 613. 
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villages. In 1940 the disease did not make much head- 
way, but in 1941, beginning in June and reaching a 
maximum in October, 128 cases were seen in Canet and 
30 in Saint-Cyprien, and altogether some 300 cases were 
reported from the distrigt. All were of the benign 
tertian type. In 1942 the outbreak diminished, and by 
June, 1943, no new cases had been observed though some 
half-dozen relapses were to be found in Canet; the 
epidemic had shrunk again into its first foyer outside 
the camp. The infection of Rumania with malignant 
tertian malaria, the Volga valley disaster, and on a 
smallér scale our own experience in the Isle of 
Sheppey after the last war should have been sufficient 
warning. 

There is a good deal to be said for the views that the 
peculiar distribution of malaria in England and the rise 
and fall of incidence in endemic centres are defined and 
decided essentially by the importation of new cases of 
the disease and new strains of the parasite’ Fortunately 
human infection with malignant tertian seems to die 
out quickly in our climate, but there will be trouble with 
benign tertian if infected persons returning from aboard 
are not placed in hospitals outside the well-known areas 
which are potentially malarious. It is true that malaria 
does not spread here in the cold season, and that pre- 
cautions such as screening can be taken ; but temporary 
arrangements are apt to drift into permanency, and with 
mosquitoes, as with men, quieta non movere is a good 
precept. 4 

METHYL ALCOHOL BLINDNESS 
« Tue mixture of red wine and methylated spirits known 
as Red Biddie or Red Lizzie was at one time a popular 
drink among the poor of London and- Glasgow, and 
methyl alcohol (wood alcohol or methanol) is used to 
fortify some drinks on the Continent and was often 
consumed in America in prohibition days. The charac- 
teristic visual changes of methyl alcohol poisoning have 
several times been recorded, and McGregor ® now reports 
the ocular findings in an outbreak in Glasgow in 1942. 
There the spirit was sold at a public house in the city as 
gin, at a shilling a bottle; 18 cases of poisoning were 
treated at the Glasgow Western Infirmary, of which 
7 died. Four eyes were examined post mortem, the 
chief histological finding being cedema of the retina and 
optic nerve head, but no changes were seen in the optic 
nerve itself, and the previous reports’ of degeneration 
in the retinal ganglion cells were not confirmed. Of 
those who had been blind in the acute stage, 4 were 
examined a year later. All had made a good recovery, 
and only one of them had an absolute central defect of 
vision in one eye, the other eye being normal. Others 
had relative central scotomas with good vision. .The 
changes seen with the ophthalmoscope in the acute stage 
are oedema of the nerve head and retina, with congestion 
of the retinal veins. This condition subsides leaving 
either a normal fundus or in the worst cases an optic 
atrophy. Traquair* describes the sequence of events 
in the visual fields as follows. The visual loss begins 
2-3 days after ingestion, and complete or almost com- 
plete blindness rapidly ensues. Both eyes are almost 
always affected though sometimes unequally. After 
several days vision begins to return at the field periphery, 
which may later recover all round, leaving a central 
scotoma. In the worst cases this scotoma remains, but 
in mild ones it will recover leaving almost normal vision. 
The recovery may not be maintained and a permanent 
relapse may follow months or years later because of 
cicatricial changes in the optic nerve head. It therefore 
seems possible that the recovery in McGregor’s cases 
may not be maintained. 
5. James, 8. P. l’roc. R. Soc. Med. 1929, 23, 11. 
6. McGregor, L. 3. Brit. J. Ophthal. December, 1943, p. 523. 
7. Menne, F. R. Arch. Path, 1938, 26, 79 


8. Traquair, H. M. Introduction to Clinical Perimetry, London, 
1942, p. 153. 


THI 
C.. 


MB 
MAJOR 


A sur; 
surgery | 
ment of 
need for 
and thor 
it has be 
difficulti 
overcom 

The r 
emphasi 
well car 
stitute f 
because 
officer, | 
do an el 
essential 
half-mea 
with mit 
surgical 
had bee 
out the 
surgical 

Expe! 
using tk 
the grov 
infantry 
first of 
relative! 
learnt a 
surgical 

lished 
parachu 
fully ax 
operatic 
do not 
units w 
station 
the exis 


The 
in the t 
operati 
ability. 
possess 
fitness 
have lit 


must b 
and it 
over 
theatre 
stretch 
must t 
chosen 
ment i: 
plastet 
the las 
signed 
materi 
powde 


: 

| 
j 

made 

| loss of 

ineffect 

standat 

chute | 

atmosp 

theatre 

capacit 

little u 

for the 

passed 

is @ pa 

attenti 

Two 


THE LANCET] THE PARACHUTE 


Special Articles 


THE PARACHUTE SURGICAL TEAM 


LIpPMANN KESSEL 
CAPTAIN RAMC 
GRADED SURGEON IN A PARA- 

CHUTE MEDICAL UNIT 


C. J. LONGLAND 
MBLOND, FRCS 
MAJOR RAMC ; SURGICAL 
SPECIALIST 


A surgical sub-unit capable of providing for wound 
surgery in an airborne formation is a natural develop- 
ment of the medical sérvices in modern warfare. 
need for it arises from the overriding necessity of early 
and thorough surgical intervention in war wounds ; and 
it has been almost wholly from this standpoint that the 
difficulties and occasional doubts have been tackled and 
overcome. 

The many discussions and the experiences gained 
emphasised once more that first-aid—no matter how 
well carried out and elaborated—can never be a sub- 
stitute for early surgery. This is of some importance 
because some take the view that the regimental medical 
officer, given a few instruments and extra help, may 
do an elaborate form of first-aid, ‘‘ a little surgery,” on 
essential cases. Practice shows that there is no such 
half-measure between expeditiously performed first-aid 
with minimal interference on the one hand and deliberate 
surgical intervention on the other. Once this principle 
had been established, it remained “ only ” (!) to work 
out the organisation and administrative details of the 
surgical team personnel and equipment. 

Experience to date is limited. It has been gained by 
using the parachute-operation scale of equipment ‘‘ on 
the ground ”’ (i.e., with air-borne formations in a normal 
infantry role) and in two parachute operations. The 
first of the parachute operations was fortunately a 
relatively straightforward business and much was 
learnt about the equipment and the utilisation of local 
surgical facilities ; most important, this operation éstab- 
lished that it could be done. The second was a difficult 
parachute operation, when the surgical team worked 
fully and effectively behind enemy lines. In such an 
operation the normal channels of casualty evacuation 
do not exist, so that the most forward field surgical 
units will probably not make contact with the dressing 
station for some days. This is in fact the reason for 
the existence of surgical teams in an air-borne formation. 


PERSONNEL AND EQUIPMENT 


The surgeon has other ranks with him, of whom 5 are 
in the team, one is responsible for resuscitation and pre- 
operative attention, and 2 are chosen for their nursing 
ability. They are drawn from all walks of life and 
possess the intelligence, temperament and physical 
fitness required of a parachutist. But they generally 
have little experience of theatre work. All of them are 
made conversant with all phases of the work so that 
loss of one or two «n route would not render the team 
ineffective. Th® work of these men reaches a high 
standard despite the time that must be given to para- 
chute and field training, which are conducted in an 
atmosphere very different from that of the operating- 
theatre. Their technical efficiency, adaptabiity and 
capacity for improvisation is always encouraging. This 
little unit, with an anzsthetist attached, is responsible 
for the preoperative treatment and surgery of all cases 
passed on to them in the dressing station of which it 
is a part. They are also responsible for postoperative 
attention to grave cases, which are nursed separately. 

Two factors govern the choice of equipment—it 
must be transportable in the normal aircraft containers 
and it must be possible to manhandle the entire bulk 
over varying country and possibly under fire. No 
theatre furniture other than light operating table or 
stretchers and trestles can be carried ; the remainder 
must be improvised on arrival at the building previously 
chosen for the job. Much of the bulk of the equip- 
ment is made up of expendable items such as anesthetics, 
plaster, dressings, plasma and fuel. These, except for 
the last two items, are put up in a standard pack de- 
signed for the requirements of 10 cases. Compressed 
materials are used to some extent. Sulphanilamide 
powder, soft-paraffin gauze and prepared swabs are 
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sterilised and included in these expendable packs. 
Instruments present no problem in packing and are not 
damaged when the equipment is dropped. Standard 
simple instruments are used, their variety being ruth- 
lessly cut down, but two excision sets are needed and 
additional abdominal and bone sets. Plenty of detach- 
able knife blades are considered no Yuxury. Linen 
thread is the basic ligature material, but small quantities 
of atraumatic catgut and silkworm gut are included. 
Instrument trays, bowls and dishes take up a good deal 
of valuable space; a steriliser and boiled-water con- 
tainer are bulky, but equipment can be carried inside 
them and they are very useful. Water may present a 
serious problem so that a number of collapsible con- 
tainers are carried for its storage. 

The provision of heating and lighting is perhaps the 
most serious difficulty. Primus stoves are fairly satis- 
factory if several are available and time for their main- 
tenance can be spared, and they are at present the 
source of heat. Adequate lighting is provided by 
paraffin pressure lamps and the indispensable electric 
headlamp. 

In addition to theatre equipment, plasma and blood- 
transfusion apparatus is taken for the resuscitation 
ward, and essential ward requirements are Also included. 
Beds and bedding are of course out of the question, but 
so far the local conditions for improvising them have 
been favourable. Feeders, bedpans and special items 
unlikely to be found on the spot are taken in separate 
packs. 

Because each item has to be so carefully considered. 
one or two interesting sidelights have emerged. For 
instance, we found that about 40% of our cases required 
plaster-of-paris (we cannot carry as much of this as we 
should like to); that acriflavine tablets are the most 
economical and useful antiseptic for general use; and 
that a variety of suture materials can be replaced by a 
single roll of thread. Perhaps we are only learning 
afresh what was known by an older generation of sur- 
geons and has been forgotten in the luxurious detail of 
modern surgical facilities. One of us found that out 
of nearly 150 cases in one session, only 11 required any 
anesthetic other than ‘ Pentothal’ alone. We have 
used ether, but the danger of fire in a theatre where 
primus stoves and oil lamps are employed has now 
been distressingly and effectively proved. In each team 
one or two orderlies quickly learn the technique of 
intravenous anesthesia; when more than is 
necessary we now use chloroform, much to the delight 
of our Scottish colleagues. 


THE SICILIAN OPERATION 


Outlined below are the results of a series of cases 
performed during a parachute operation; they are 
incomplete and given merely as an illustration. 

A surgical team, dropped at night, found little diffi- 
eulty in reaching a farm building and functioning for 
two days, the work being shared by two surgeons. A 
battle was in progress in the neighbourhood of the 
building, but the fire did not materially affect the running 
of the dressing station, where 35 cases were operated on 
with 2 deaths. Chest, neck, head and limb wounds of 
varying severity were treated. Of the 2 abdominal 
wounds which reached the dressing station neither 
could be rendered fit for operation despite transfusion 
and other measures. The remaining cases later reached 
the base hospitals in good condition. 


Number of operations, 35; operating time, 21 hours. 


Limb and muscle wounds, 20. 

Compound fracture of long | 
bones, 7. | 

Penetrating skull wounds, 2. 

Jaw and neck, 2. 

Open wounds of joints, 1. | 


Open wounds of chest, 1. 
Penetrating abdominal wounds, 
0. 


Amputations (mid-thigh), 2. 


| Postoperative deaths, 2. 


Anesthetics—pentothal only, 29; chloroform, 3; local, 3. 


Four-fifths of the cases were operated on about 5 
hours after wounding. The shortest interval was 1} 
hours, and the longest 34 hours. 

We are indebted to Colonel A. A. Eagger and Lieut.- 
Colonel P. R. Wheatley, for permission to publish this 
account of work which they have actively led and inspired. 
It is intended to correct the hyperbole and inaccuracy of 
accounts which have appeared in the lay press. 
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ROYAL PRINCE AND SURGEONS 


HM THE KiNG, as Visitor of the College, stayed to 
lunch on March 8 with the council of the Royal College 
of Surgeons of England, at their house in Lincoln’s Inn 
Fields, after the President had admitted HRH the DUKE 
OF GLOUCESTER to the honorary fellowship. 


Sir Alfred Webb-Johnson said: 

May it please Your Majesty—As Visitor of our College 
you know, Sir, that we derive authority to elect honorary 
fellows from a special charter granted by Queen Victoria 
in the sixty-third year of her reign. The first name the 
council had the honour to inscribe on the roll was that of 
Edward, Prince of Wales, later King Edward VII. Soon 
afterwards the Marquess of Salisbury (Prime Minister). 
the Earl of Rosebery, and Field-Marshal Earl Roberts 
were also elected, together with thirty-six eminent 
surgeons from all parts of the world. Of these the only 
survivor is the Australian surgeon, Sir Alexander 
MacCormick, which gives us ground for confidence that 
the Duke and Duchess of Gloucester and Prince William 
are to sojourn for a time in a healthy clime. 

Your Majesty's beloved father honoured us by accept- 
ing the honorary fellowship, and so did the Duke of 
Connaught and the Duke of Windsor. HRH the 
Princess Royal was the first lady honorary fellow, and 
the Earl of Athlone was elected in 1940. Our celebration 
of the centenary of the fellowship is brought to a fitting 
climax by the gracious acceptance of an honorary 
diploma by HRH the Duke of Gloucester. 

The association of Your Majesty’s family with our 
College is greatly prized and appreciated by all our 
fellows and members, and it will always be our endeavour 
to prove ourselves worthy of the constant encourage- 
ment which Your Majesty extends to us as our Visitor. 
You are already aware, Sir, of the grievous damage our 
College has suffered, and also of the way we have been 
cheered by the magnificent help we have received towards 
restoration and development. And now with Your 
Majesty’s visit today we feel led to echo the words that 
Shakespeare put in the mouth of the Duke of Gloster :— 


* Now is the winter of our discontent 
Made glorious summer by this sun of York.” 


Your Royal Highness—We are particularly pleased, 
Sir, that you have visited our College before departing 
for Australia, for we have very close associations with 
the Royal Australasian College of Surgeons. Their 
ceremonial mace was a gift from our council, and the 
portrait of Lister which hangs in their hall was also a 
present from this country. Their college buildings were 
opened in 1935 by Sir Holburt Waring when he was our 
President. Their immediate past-president, Sir Hugh 
Devine, was made an honorary fellow of this College in 
1939, but he has not been able to visit this country 
since his election. Because we know what great pleasure 
it would give our colleagues in Australia if you would 
undertake to present Sir Hugh with his diploma we 
venture to ask this favour of you. 

In the National Library of Australia you will find the 
original manuscripts of Kipling’s Five Nations, which 
it was my privilege to hand over to the Australian 
Government as a gift from Mrs. Kipling. 1 ask your 
acceptance of a copy of the first edition as a memento 
of this occasion. Included in the volume is The Young 
Queen, the poem which Kipling wrote to commemorate 
the inauguration of the Commonwealth :— 

* And the Five-starred Cross above them, for sign 
of the Nations Five.” 


Another poem in the volume is Lichtenberg with its tale 
of the Australian, who, when serving in South Africa, 
suddenly struck the scent of mimosa as he rode in from 
escort duty :— 


“ That smell of the wattle round 1. ichtenberg, 
Rjding in, in the rain.” 
All his memories of | home were vividly awakened, for, 
as Kipling wrote 
a Smells a are surer than sounds or sights 
To make your heart-strings crack.” 

It is our fervent hope that Your Royal Highness’s term 

of office in Australia will be so happy that the smell of 
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the wattle in years to come will always awaken delightful 
memories. 
The Duke of Gloucester said: 

I regard it as a great honour to have been enrolled 
today,.in the presence of the King, as an honorary fellow 
of the College. and I thank you sincerely for the kind 
words in which you have just confirmed my admission. 
I shall carry my new title proudly with me to Australia, 
and I shall look forward to an early opportunity there 
of presenting his diploma, on behalf of your council, to 
Sir Hugh Devine. I see that this distinguished surgeon 
is called an honorary fellow too, so when we meet I shall 
have to remind him that my ‘* honorary ”’ really means 
what it says. I expect that the war-time shortage of 
skilled practitioners is as acute in the Commonwealth 
as here, but I would not like the Royal Australasian 
College, with which you are so closely associated, to 
think that their theatre of operations was being seriously 
reinforced by my arrival. 

I must thank you too, Sir Alfred, very much for the 
Kipling first-edition which you have so kindly given me 
as a souvenir of this occasion. As it happens I have 
already seen the wattle, on its native heath, when I went 
to Australia ten years ago. I can now look forward to 
more than one season of its flowering, and I am sure 
you are right in saying that its scent will, in later life. 
remind me of what I know will be a very happy period 
spent among the friends I already have in Australia and 
the new friends whom I hope to make. 

It only remains for me to thank you once again for 
the honour you have done me today. I see among you 
one who can little have thought, when he had me on the 
table some years ago, that he was operating on a future 
FRCS. It gives me an association with this distinguished 
College which I am proud to possess, and when I eventu- 
ally return from the office to which His Majesty has been 
pleased to appoint me, I shall hope for another oppor 
tunity of meeting you all again. 


GENERAL MEDICAL COUNCIL 
INTERIM SESSION—FEB. 29-MARCH 3, 1944 


AT the opening of a special session of the council for 
the hearing of disciplinary cases Dr. Myles Keogh was 
introduced as representative of the Apothecaries Hall of 
freland. 


AID IN EVASION OF NATIONAL SERVICE 

The case of David Davidson, registered as of 78, Mile 
End Road, London, E. 1, Mres (1931). At the instance 
of the Ministry of National Service Dr. Davidson was 
charged with assisting two men liable to national 
service to evade their obligations by falsely certifying 
that they were suffering from epilepsy, although he had 
not attended nor treated them for this illness, nor made 
proper professional inquiries; with having conspired 
with other persons to the same end; with improperly 
procuring specialists to write letters concerning the men 
to the same end; and with aiding, abetting, counselling 
or procuring the men to produce in themselves apparent 
disabilities by instructing them how to simulate epilepsy 
for the purpose of examination by specialists. 

Dr. Davidson appeared, accompanied by Mr. T. F. 
Davis, solicitor, of Messrs. Bulcraig and Davis. Mr. 
Gerald Howard, instructed by Messrs. Waterhouse 
& Co., solicitors to the council, presented the facts of 
the case. He called the two men, now serving in the 
Army, who said they had been introduced to the doctor 
respectively by men named Bloom and Aaronberg, who 
had instructed them in simulating epilepsy and given 
them pills to take. The doctor also had met them in 
his car in Baker Street and had given them instruction, 
on which they had persuaded the specialists that they 
were suffering from the disease. He had accompanied 
them to the interviews. 

Dr. Davidson said in defence that he had never been 
a party to assisting anyone to evade national service. 
One of the men, described as E. F., he had seen four 
times in all from 1935, suffering from epileptic fits. The 
patient’s brother and mother had asked the doctor to 
take him to a specialist. He had no reason td disbelieve 
any of the man’s statements made to the specialist. 
He had seen the other man, G. H., first in the spring of 
1940 and after three or four weeks had taken him to the 
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specialist, honestly believing him to be an epileptic. 
He had seen him several times before he went before the 
board. His fees had been, to both men, 4s. 6d. for each 
visit and half a guinea for the ¢onsultation. When he 
had joined the Army he had sent all his records to salvage. 
The council found all the eharges concerning E. F. 
proved, and those concerning G. H. proved except the 
allegations of conspiracy and instruction in feigning 
symptoms. It directed the erasure of the name. 


A SECOND HEARING 

The case of Eric Dickens Spackman, registered as of 
46, Shelley Road, Worthing, Mrcs (1917), MB CAMB. 
(1921). Dr. Spackman was charged with committing 
adultery with Barbara Pepper, a married woman who 
was a patient of his. He had been cited as co-respondent 
in a cross-petition brought by the husband in answer 
to a petition by the wife for divorce on the ground 
of cruelty. Mr. Justice Langton had found him guilty 
of adultery and had awarded £1000 damages against 
him. He was summoned before the council in November, 
1941, and Mr. Oswald Hempson. his solicitor, had then 
desired to call evidence which had not been called in the 
divorce court. to disprove that court's finding of adultery. 
The council would not hear this evidence, and ordered 
the erasure of Dr. Spackman’s name. Dr. Spackman 
appealed to the High Court, alleging that the council, in 
shutting out the new evidence, had not made ‘* due 
inquiry ’ within the meaning of the Medical Act, 1858, 
s. 29. The Divisional Court rejected his appeal, but the 
Court of Appeal and the House of Lords allowed it. 
Accordingly the council now summoned Dr. Spackman 
to attend a new inquiry. 

Dr. Spackman was accompanied by Mr. Cecil Havers, 
Kc, and Mr. H. ©. Dickens, instructed by Messrs. 
Hempsons for the Medical Defence Union. Mr. Howard 
presented the facts to the council. He said that the 
Peppers had been married in 1927. Their relations 
had become unhappy before Dr. Spackman had come 
into the picture. In the spring of 1934 they had met 
Dr. Spackman and his wife socially. Some months 
later Dr. Spackman had been called in during the absence 
of Mrs. Pepper’s regular attendant, and had succeeded him 
a little later on that doctor’s retirement. In November, 
1935, Mrs. Spackman had died, and Mrs. Pepper had 
visited the doctor’s house daily for some time to look 
after the children and give other domestic help. From 
that time she was seen about a great deal with the doctor. 
She had been advised to rest regularly and from 1935 
to 1939 she used to spend one day a week in bed, gener- 
ally on Friday. During the shooting season Mr. Pepper 
used to go out shooting on Friday. and when he was out 
Dr. Spackman used to visit Mrs. Pepper, arriving 
between 2.30 and 3.30 and staying for several hours. 
A maid had seen the doctor sitting by or on the bed with 
his arms round Mrs. Pepper, and he had spent all the time 
of the visits in the bedroom with her. He had been 
heard to call her ** darling,’’ and on one occasion the door 
had been found locked when he was in the bedroom. 
Mr. Pepper had noticed that a tube of contraceptive 
tablets in her room contained many less tablets than he 
would have expected considering that sexual relations 


between husband and wife had practically ceased. On’ 


one occasion he found in her room a tube containing an 
entirely unfamiliar contraceptive preparation ; she told 
him that the doctor had given it to her to cure local 
soreness. Later, he discovered that all contraceptives 
had disappeared from her room. The keyhole of a door 
had been blocked up. Friends of the Peppers had stated 
in court that at all social gatherings where they had 
seen the Peppers the doctor was invariably sitting next 
to her and she appeared to pay more attention to his 
wishes than to her husband’s. On a visit to Switzerland 
she had kept a photograph of the doctor by her bedside. 
Mr. Pepper had found in her handbag a letter in her 
hand which she had been writing to the doctor and which 
began ‘“*‘ My Darling.”’ The first time Mr. Pepper had 
appealed to his wife and the doctor jointly to stop their 
associations was called, said Mr. Howard, the “ theatre 
incident.” In 1938 the Peppers had been invited to 
dine with Mr. and Mrs. 8. P. B. Mais: the Husband had 
declined but Mrs. Pepper had purported to go. The plan 
had been that the two couples should go on from the 
house in Worthing to a theatre in Brighton. Mr. Pepper 
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regived an anonymous telephone message upon which 
he drove to Dr. Spackman’s house, arriving about 10.30, 
and found his wife’s car there and his wife in the drawing- 
room with the doctor. 

Counsel on both sides then read lengthy extracts from 
the official report of the proceedings in the divorce court, 
which had taken twelve days. 

Mr. Havers called Dr. D. D. Mackintosh, who during 
the material time had been Dr. Spackman’s partner. 
He said the partnership had continued after the pro- 
ceedings and had come to a friendly dissolution. Dr. 
Spackman had invariably been at home between 2 and 
3 o'clock for consultation by appoimtment. He had 
many times been in contact with Dr. Spackman between 
those hours. Dr. Spackman had always shown himself 
the soul of honour, both professionally and ethically. 
He thought it quite in accordance with usage that Dr. 
Spackman should have sent to salvage the records of 
Mrs. Pepper’s case three months after she had ceased 
to be his patient. 

Mr. Havers then read statutory declarations from 
several witnesses Who, like Dr. Mackintosh, had not 
given evidence in the divorce court. A patient and his 
wife deposed that between 1936 and 1940 they had 
consulted the doctor at least 100 times on Tuesday and 
Friday afternoons and had found other patients waiting. 
Mr. Mais, the novelist and broadcaster, declared that on 
the occasion of the ‘‘ theatre incident ’’ Dr. Spackman 
and Mrs. Pepper had dined with him and his wife ; the 
four had gone to the theatre in Brighton and had returned 
together to Mr. Mais’s house in Worthing ; Dr. Spackman 
could not have reached his own house before 11.15. A 
children’s nurse who had been employed by the Spack- 
mans confirmed that the doctor had attended afternoon 
surgery daily between 2 and 3 and often until 3.30. The 
proprieter of a riding stable at Findon, and a groom of 
the same village, said that in the autumn of 1938 Mrs. 
Pepper had attended the stable for instruction on several 
consecutive Friday afternoons. Mr. Leonard Shergold, 
head postmaster of Bath, and of Worthing during the 
material time, declared that from August, 1934, to 
January. 1939, Dr. Spackman had been medical officer 
to the Worthing post office and had been under contract 
to attend office patients at his own residence between 2 
and 3 every day ; the witness had often visited or tele- 
phoned to him during those hours and no patient had 
exer complained of his absence. 

Dr. Spackman, giving evidence, confirmed that he and 
his wife had first met the Peppers in 1934 and the couples 
had soon formed the habit of playing tennis and cards, 
bathing and going to theatres together, and of calling 
each other by their christian names. He had been on 
very good terms with his wife, who had died suddenly 
after an operation. Mrs. Pepper had come and helped 
earry on the household with her husband’s full know- 
ledge and approval. Card parties had been held system- 
atically at the houses of a number of friends in rotation ; 
the players had sat in the same order and Mrs. Pepper 
had sat next to him because the place was near the fire ; 
his was chosen to allow him to leave the party con- 
veniently when he was called on the telephone. He had 
ridden habitually with Mrs. Pepper and they had usually 
returned to tea with the husband, who knew that they 
had been riding together. Before the theatre incident, 
when he and Mrs. Pepper had arrived at his house ten 
minutes before the husband's visit, the husband had 
never made the slightest suggestion that he disapproved 
of his wife’s conduct with Dr. Spackman. On that 
occasion he seemed completely to have accepted the 
explanation he had received. Mrs. Pepper used to call 
her other men friends ‘** darling ’’ in public ; the expres- 
sion meant nothing. In April, 1939, Dr. Spackman 
had willingly agreed to see less of Mrs. Pepper. Before 
Mr. Pepper had filed his answer to Mrs. Pepper’s petition 
against him. he had never suggested that Dr. Spackman 
had committed adultery with her, and the doctor denied 
ever having done so. 

The council found the charge of adultery proved but 
did not see fit to direct the erasure of Dr. Spackman’s 
name. The President observed that the doctor’s conduct 
during the two years which had elapsed since the divorce 
proceedings had been irreproachable; nevertheless, 


the council’s decision must not be taken as condoning a 
grave professional offence. 
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Reconstruction 2 


THE WHITE PAPER REVIEWED 

1l1.— By A SUBURBAN PRACTITIONER 

{ AM a general practitioner, perhaps fairly repre- 
sentative of my section of the profession. I work in 
partnership, in a mixed private and panel practice, and 
[ have been practising nearly 20 years. I would normally 
expect to continue in the same way another 20 years, at 
least, before maturing insurances might make it feasible 
for me to realise the value of my practice, and retire. 
Had I been asked a year or so ago to assess and describe 
my professional future, that would have been the whole 
of my story. Now I realise the prospect before me is 
vastly changed, and I turn to the white-paper to try to 
visualise the alteration as | must expect. 

The first sentence of the abridged version puts the 
whole subject in perspective for me and shows that the 
basis of general practice as | have known it is soon to 
change: ‘* The Government have announced that they 
intend to establish a National Healtfi Service, which will 
provide for everyone all the medical advice, treatment 
and care they may require.’’ Nevertheless on the next 
page comes the assurance that ‘* the problem of creating 
«a National Health Service is not that of destroying 
services that are obsolete and bad and starting afresh, 
but of building on foundations laid by much hard work 
over many years and making better what is already 
good.”’ In earnest of this (so far as the general practi- 
tioner is concerned) it is recognised that ‘‘ the family 
doctor ”’ is, and must remain ‘ the first line of defence.” 
He is seen to be ‘impatient of regimentation ’’. and 
nothing must prevent him “ from exercising his pro- 
fessional skill in whatever way he believes to be in the 
best interests of his patient.’ Add to this the guarantee, 
to all people, that they may use the service or not, as 
they please, and that they may choose or change their 
doctor with the same freedom as they do now, and many 
of our worst fears begin to disappear. ~ 

Further reassurance comes from the plainly stated 
principle that ‘‘ there will be no interference with the 
* right of a doctor to go on practising where he is now.”’ 
And one can do this apparently without fearing the 
intervention locally of any member, or official, of the 
local authority, for one’s contract will be with a Central 
Medical Board *‘ a small body . . . mainly professional ”’ 
to which “ all appointments . . . will be made in close 
consultation with the profession.” 

Hospitals are apparently to be codrdinated and an 
area authority made responsible for insuring that enough 
beds are available both for general cases and for all 
special branches. Provision may be made for closer 
contact between family doctor and hospital; even, in 
one place, ** general practitioner hospitals ’’ are men- 
tioned. Consultants will be more widely distributed, 
and will be available to see patients for, or with, general 
practitioners at hospitals, at clinics, or in the patient's 
own home. 

Were this all, there would be little disagreement 
among practitioners as to the desirability of such a 
service. But there are other matters which are not 
made so clear, and over which long arguments can be 
expected to develop wherever doctors are met together. 

HEALTH CENTRE OR SEPARATE PRACTICE ? 

Firstly, ‘‘ the Government intend ... that the new 
service shall be based on a combination of grouped 
practice and of separate practice side by side. They 
propose to place the group idea in the forefront of their 
plans in order that there may be a full trial on a large 
scale of the working of arrangements of this kind.”’ The 
doctors are free to decide in which type of practice they 
wish to be employed. They will be allowed public and 
private patients whichever way they decide. But it 
can soon be shown that there are definite economic 
inducements which may persuade them to elect for group 
practice in health centres wherever this is practicable, in 
spite of the fact (unpalatable to many) that group 
practice will almost always be paid for by salary. 

These inducements are very real, and are quite suffi- 
cient to persuade many different classes of doctors to 
overcome, where necessary, their former prejudices and 
accept salaried service. 

There have, of course, always been some doctors who 
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would have preferred never to have had to consider the 
calculation and collection of fees, nor even to have to 
compete to augment a capitation list. These, when 
offered service on a salaried basis with the added advan- 
tages of “first-class premises and equipment and 
assistance,’’ will not hesitate in their choice. 

Then, too, there is the young man (now, in his own 
opinion, not so young) returning after some five years’ 
service in the Forces. He has never been in practic« 
before, and looks hopefully for some place where he can 
settle down and learn how to assume the care of the now 
unfamiliar civilian patient. He is probably married, 
and may already have family responsibilities. He seeks 
an assured income, but is unlikely to have the capital 
available to buy and equip a practice. . If income-tax 
remains at 10s. in the £, there will be no margin to allow 
for the repayment of borrowed capital out of income. 
And he can ill afford to risk the hazards of slowly building 
up a new practice. So he must choose instead the 
immediate security offered him in the salaried health- 
centre service. 

Some will say that this picture is unduly biased, that the 
young men are as little eager as any to become salaried 
servants of the state, that civilian practice will absorb 
the demobilised men as it did after the last war. But 
no parallel can be drawn. At the end of the last war 
the ranks of the medical profession were very seriously 
depleted. This was partly because casualties among 
doctors were much higher than they have yet been in 
this war, but more importantly because in the early 
years no thought was taken for the future need for 
doctors. There was at first no official scheme for 
reservation of medical students and most of them joined 
the combatant forces, which meant that relatively 
few doctors qualified in the war years. So in 1919 
the number of demobilised doctors was small. After 
this war it will certainly run into five figures. 

Next, consider the Service man returning to his 
former practice. which through population migration 
and other vicissitudes of war may be hardly more than 
the bare bones of the practice he left three or four years 
ago. He has to face the laborious task of re-establishing 
himself, and from slow beginnings building his practice 
anew—unless, of course, he is willing to come into a health 
centre. If he chooses the latter alternative he is at once 
given a salary, and is compensated for his former practice 
—perhaps even compensated at its prewar value. This 
is bound seriously to bias his choice. 

COMPULSION VIA COMPENSATION ? 

The provisions for compensation for loss of value of 
existing practices are so drawn up in the white-paper, 
that, should they receive legislative sanction, they will 
undoubtedly compel very many other practitioners to 
fall into line also, and enrol themselves, willy nilly, in 
the ranks of the grouped practitioners. Compensation 
(at a value yet to be agreed) is offered for only two 
categories of practice—that of the doctor who gives up 
separate practice and comes into the health centre, and 
that of the doctor who retires, or dies, and whose practice 
is declared redundant by the Central Medical Board. 
because enough doctors still remain in the area to satisfy 
It is tacitly assumed that all 
other practices will still be saleable, as they are at present, 
when a doctor vacates them. Again, although much is 
said in the white-paper about the transfer of practice 
from the doctor’s home to the health centre, no mention 
is made of the fall in value of the doctor’s house 
when it is no longer needed for professional purposes. 
The truth is of course that the major part of most 
doctors’ capital is tied up in the value of their houses 
and practices, and they have always counted on their 
eventual sale to younger men. Now, when the state 
is to offer to the young man both practice and premises 
without imposing on him any capital indebtedness, the 
older doctor will havé difficulty in finding any purchaser. 
And if he does, it is unlikely that he will realise anything 
more than a fraction of their former value for his assets. 
So he, too, if he can, must seek economic shelter in the 
health centre, for by so doing he can offer his practice 
for sale to the best buyer—the state. 

But is this really a desirable way of initiating this 
experimental stage of group practice? Can we not 
recognise at once that the introduction of any system. 
whereby the majority of new entrants to general practice 
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will be enabled to earn a satisfactory income without the 
need for any capital outlay, must mean that there will 
be drastic changes in the saleable value of every practice ? 
That being so, ought we not to negotiate for compensation 
for the full value of all practices. accepting the corollary 
that once this has been agreed, the sale and purchase of 
practices should cease ? Only in this way can injustice be 
avoided, and only so can a true experimental approach 
be made to the study of grouped practice. 

The white-paper foresees difficulties in teamwork if 
doctors in a health centre remain “ in financial competi- 
tion for patients.’ Are not difficulties just as likely to 
arise if some doctors are conscripted to the team solely 
by economic pressure without having any faith in the 
merits of the new service they are helping to build ? 
Is it likely that you will get a happy ship or a smooth 
voyage if half the crew are ‘‘ pressed men ”’ ¥ 

IN CONCLUSION 

The cynic—particularly if he is not a general practi- 
tioner—may say that these “ first thoughts’ have 
tarried over-long on financial considerations, and that 
all too little has been said about the high principles 
involved. I offer no apology. I believe that the im- 
plications of the white-paper here indicated are ones that 
must be realised and faced. I believe that all my fellow 
general practitioners will be of one mind as to their 
crucial importance. On the other hand, I believe they 
do not present insuperable difficulties, nor involve 
withdrawal by the Government of any of the services 
promised to, and needed by, the people. 

The general practitioner, better than any, understands 
where there have been deficiencies in the medical services 
in the past. He sees in the white-paper opportunities for 
the early elimination of many of these deficiencies. He 
will not be slow in taking full advantage of the proposed 
changes in medical practice, wherever they offer him 
and his patients better facilities. What he asks from 
those who will be representing the profession during the 
‘““ stage of consultation and public discussion ”’ is that 
they will ensure that he can do this without any unneces- 
sary economic sanctions being placed upon him. 


Iv.—By A PROVINCIAL PRACTITIONER 


ALREADY I have heard the views of many colleagues 
on the white-paper, and most have (not unnaturally) 
been concerned with how it affects the profession, rather 
than how it affects the country’s health. The latter 
question, however, is far the more important, and the 
answer, I think, is that the Government’s proposals. 
if implemented, must bring great improvement. 

For the first time poor patients will not have to assess 
the severity of their wives’ or children’s illnesses before 
deciding to afford a doctor ; they will have the benefit 
of a specialist’s opinion in their own homes, if such is 
needed ; and they will not have to refuse treatment 
because they cannot meet the cost, or live too far from 
« hospital, or are too crippled to get to one. The correla- 
tion of hospitals, and the improved dental and tuber- 
culosis services, are also of happy augury. 

Nor is this all. The practitioner, too, will have 
mumerous blessings. No longer will he have to haggle 
over a fee, or skimp his visits because the patient cannot 
afford them, or gently remind patients that they owe 
him a shilling for a certificate, or wait in a doorway 
while the lady of the house, wishing to pay at once, 
searches for the few shillings he charges. No more will 
he sell a bottle of medicine in which he has no faith, 
because Mrs. Smith wants it and will go next door if he 
tells her the truth about herself—though wait, will this 
really be changed under the new regime ? Perhaps not. 
unless the Government’s apparent wish for a salaried 
rather than a capitation basis is established ; otherwise 
he with the smoothest manner and least honesty will still 
score heavily, and the great traditional unfortunate 
faith of the British public in a * bottle of medicine ”’ 
will linger on. 

Finally, the doctor will have a pension to relieve him 


of fear for his old age, and the buying and selling of 


practices will gradually disappear. That laymen view 
the buying of practices with horror is fairly well known, 
and though it may not be so bad as they imagine, one 
cannot help feeling that trade in ill health is wrong. 
From a practical point of view, far more important will 
be the abolition of the financial millstone which many a 


young doctor has had to hang round his neck before he 
could go into ‘general practice. This has undoubtedly 
led to many abuses : more than one man has paid a large 
sum for a practice, being assured that valuable appoint- 
ments would automatically be transferred to him, only 
to find that they went to some other practitioner instead ; 
and often good men have not—even with the help of 
insurance companies—been able to go into a first-class 
practice, whereas others with capital behind them have 
secured positions to which their abilities have not entitled 
them. Usually the young practitioner has found himself 
with an initial debt of several thousand pounds, which he 
contracts to pay off during 10-15 years; his income 
has been fairly assured, provided his health remains 
good, but he has had to insure heavily against sickness, 
and save steadily against his retirement. 

It may be argued that, since private practice will not 
be prohibited, many of these changes may not occur. 
But private practice will certainly be greatly curtailed, 
and is likely eventually to disappear save for the rich, 
—and with it most of these abuses. 

In a published criticism of the white-paper it has been 
said, that as a profession we have already voted almost 
unanimously against giving up all private practice, and 
will resist any tendency on the Government’s part to 
force this upon us. But surely this is absurd. The 
white-paper shows clearly that if patients so wish we 
may treat them privately. If on the other hand 
patients as a whole—that is, the country—decide that 
they prefer to be treated under the state, it is impossible 
for us to prevent it. We are but a part of the whole, 
and cannot dictate to the nation. 


CRITICISMS AND SAFEGUARDS 

Do I then, as a general practitioner in a provincial 
county town, approve whole-heartedly of the proposals 
Unfortunately, no. If they become law in their present 
form they will bring great benefits to the country. But 
the administrative side, which will affect our profession 
so intimately, has still to be considered. It is this side 
of the paper one would like to examine more closely. 
and as one does so both the paper and the outlook grow 
greyer. 

First, central control is to be vested absolutely in the 
Minister of Health, answering directly to Parliament, 
while peripheral control will be in the hands of local 
joint authorities, composed of members selected from 
the county and county-borough councils within the areas 
concerned, Both centrally and peripherally there will 
be bodies composed largely of medical men, but they will 
act solely in an advisory or consultative capacity : in 
other words, the profession will be absolutely under the 
control of laymen, gripped fast in the tentacles of 
bureaucracy, and deprived of every vestige of authority 
over its future. 

I know only as much—or as little—as the average 
person about governmental control. On the other 
hand, I have seen a good deal of the workings of local 
authorities, and they appal me. The brilliant man 
seldom seeks election to these bodies, and their members 
are all too often mediocrities, cranks, or wealthy land- 
owners out of touch with day-to-day events. That local 
influence, patronage and graft play an undue part in 
decisions is a common belief, and in my opinion the bulk 
of our profession, of whatever political creed, will wisely 
seek to avoid control by the butcher, the baker and the 
-andlestick-maker, however worthy these may be. 

How can it be avoided ? First I think the white-paper 
has not adequately explained why a National Corpora- 
tion would fail. My own feeling runs strongly in favour 
of such a system, though admittedly, and rightly, the 
majority of its members would have to be laymen. 
Secondly, if the Government remain firm in their design 
to place the profession under the central and local 
authorities, we must press with all our strength for— 

(a) Direct representation (without voting powers) on the 
joint authorities—a possibility which the white-pape1 
mentions and dismisses without giving reasons. 

(6) The largest possible areas to be covered by the joint 
authorities, because the larger the field, the less will 
be the likelihood of petty jealousies and intrigues 
among the members of the authorities, and the greater 
the chance of selection of good men, 

(c) Exelusion from the joint authorities—and if possible 
from any advisory position to the Minister himself 
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of all full-time medical men such as county medical 
officers, MOHs and members of the Minister's 


permanent medical staff, who might become the 
powers behind the throne, carrying more weight than 
the whole of the central and local advisory medical 
councils. 

This last provision would do something to ensure that 
the profession would still be able to voice its opinion in 
a way likely to carry some weight, and not have its future 
unduly influenced by doctors who rarely see a patient 
from one year’s end to another and are often out of touch 
with their colleagues. That this official group in the 
profession will need to be represented adequately on the 
central and local health services councils is obvious, but 
unless these councils are made the sole channels for 
expert medical advice to the governing authorities, we 
shall degenerate into a salaried body of professional 
men working in a bureaucracy, with no power and little 
voice to speak to our masters. 


In England Now 


A Running Commentary by Peripatetic Correspondents 

THE author of Sibyl, when he was 41, showed up the 
evils of the industrial system of the ‘‘ hungry forties” 
(there was no food rationing in those forties) and when 
at the age of 70 he came to power Disraeli set up the 
Sanitary Commission which led to the great Public 
Health Act of 1875, the magna carta of sanitation. 
This word sanitation was then young and Disraeli (like 
Humpty Dumpty) made it mean what he wanted. 
Sanitary reform had been scoffed at as a “ policy of 
sewage ”’ but to him it included “ most of the civilising 
influences of humanity ’’—a phrase which Mr. Churchill 
probably had in mind when he spoke at the Savoy 
luncheon of Lord Beaconsfield’s remarks on health and 
the laws of health. Disraeli thought it impossible to 
overrate the importance of the subject, and said as 
much in his famous Manchester speech of 1872: ‘* the 
first consideration of a Minister should be the health of 
the people.”’ It was on this occasion that Disraeli re- 
called an earlier scholar who contended that the second 
verse of Ecclesiastes in the Vulgate should have read (if 
the’ Preacher was as wise as he was witty) Sanitas 
sanitatum, omnia sanitas. Three years before his death 
he put through the bill forbidding the employment of 
children under ten. And all through his life he had in- 
sisted that local government should be personal and not 
dominated from the distant metropolis. 


* * 

It’s too damned plausible, this white-paper! ‘‘ New 
lamps for old ” and everything just as everybody wants 
it—patients have free choice of doctor; doctors have 
free choice of staying out or of coming in to the new 
service, of group practice, separate practice or health 
centre ; of being paid on a salary or capitation basis. 
Nevertheless, there are a few snags. I wonder why, 
having swallowed the camel at an “estimated cost of a 
mere £132 million a year, the Government have to strain 
at the gnat of the appliances—even the more expensive 
ones ! I suppose it is a recognition of the very human 
trait that one is less careful and values less something 
for which one hasn’t paid, either in cash or kind. If so, 
it is the only recognition ; and there is a great deal to be 
given for which we are to pay only in the indirect way 
of insurance (27%). taxes (33-6%) and rates (36-4). 

No-one can deny that the general practitioner in the 
past has been far too much of a free-lance. An annota- 
tion in The Lancet of Feb. 12 quoted a remark that the 
existing medical units in industry are ‘* independent, 
uncodrdinated, unsupervised, and lacking in planned 
direction.”’ Ifthe words “ in industry ”’ are omitted, the 
sentence can refer to general practitioners. medical 
officers of health, school, infant welfare, and tuberculosis 
officers ; and it puts the case in a nutshell. The faults 
and the remedy which the Government intend to apply 
to weld the health services into one harmonious whole 
are all admirably expounded in the pamphlet. But it is 
disheartening and disturbing to learn that the control 
of the great medical profession is not to be in its own 
hands. The Central Health Services Council is ‘a 
special professional and expert body *’ but its functions 
are purely consultative and advisory, and not executive : 
the Local Health Services Council similarly has no 
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administrative or executive power, it is a ‘‘ consultative 
body for voicing professional guidance ”’ (p. 48). True, 
the Central Medical Board, a small body, mainly pro- 
fessional, is executive and is *‘ responsible ’’ for some of 
the administrative work of the service requiring a 
specially intimate link with the profession (p. 36). Oddly 
enough, considering its limited powers, it is to act as 

‘employer ”’ in the doctor’s contract. But the real 
power is to lie in the hands of the new joint authorities, 
which are to be founded on the county and county- 
borough councils and to have no professional representa- 
tion among their members. The white-paper is quite 
definite about this and says (p. 20) ‘‘ Arguments can be 
adduced both for and against . .. but on balance the 
Government feel . . . that effective decisions on policy 
must lie entirely with elected representatives answ erable 
*to the people for the decisions that they take... . 

Fair enough! And the obvious answer is for as many 
doctors as possible, however busy they may be, and 
whether they care for public work or not, to stand for 
the county and county-borough councils; for that is 
the only way the profession will have any real say in their 
own governance. 

Let us be thankful there is no mention of rank of 
any kind whatever, so perhaps the clinician will not 
have to bow before the administrator, and we may be 
spared the spectacle of the seniors, as they grope their 

yay up the progressively narrowing rungs of promotion, 
being so fearful of making an error that they are afraid 
to do anything but forestall criticism. 


* * * 

On Sept. 6 of last year Mr. Churchill put on record at 
Harvard University his belief that Basic English ‘‘ was 
a carefully wrought plan for an international language 
capable of wide transactions of practical business and 
of interchange of ideas ’’—that it was in effect a system 
for keeping nation in better touch with nation, so that 
addition to knowledge made by one, and ideas that 
came out of it, might quickly become the common 
property of all. This is high approval from one whose 
everyday range of words is as wide as his. To what 
degree may profit come to medicine from the use of 
Basic ? For general purposes Basic English has a list 
of 850 words ; it has in addition special lists for special 
subjects such as general science, mathematics, verse 
and the Bible, but general use may not be made of them. 
Then there are words—* passport,’’ for example—that 
are in international use and may with reason be taken 
into an international language. 

But at present medicine has no special list. The 
Orthological Society has so far not had that help from 
medicine which is necessary before it can make a list 
that will give effect to its needs. So for the time being 
a medical man whose purpose is a paper in Basic may 
not rightly go outside those words which in his view 
will have a place on that list. One of these will have 
to be *‘ parasite.’ but among the parasites are ready to 
hand certain complex words—words formed by the 
putting together of two Basic words—such as round- 
worms, Whipworms, threadworms, pinworms and hook- 
worms. These words are marks of a tendency in 
English itself, and that they have become parts of Basic 
English is a sign that in this respect Basic is on a natural 
line of development of English. It may be used as a 
half-way house to English. There are great hopes of 
a healthy future for it. 

* * * 

Most of us eat our daily bread with thankfulness that 
it is not rationed and keeps moist without going mouldy, 
but without bothering what it is made of. Probably 
it wouldn’t be much good asking either, for information 
has been rationed. But now Mr. Loombe of the Ministry 
of Food has told us that in April we shall get at least 
974% of wheat, and about 24 of rye, in the flour and 
leaves us guessing about the barley-meal and oatmeal 
that we think we have detected in the present loaf. My 
baker is pleased about the news. He likes rye-flour 
both as a technician and as a consumer. And my 
memory goes back in a flash to 1914 when we were 
living in Switzerland and enjoying our good rye bread— 
10% mark you, not the 100% pumpernickel—cut off 
overnight by Germany’s decision to keep her rye for 
home consumption. I try to go on forgetting the 
potato flour of the last war that made the bread “ ropy.” 
We have been saved that, thanks to Woolton. 


THE LA? 


THE 
a mining 
are only 
and 
of inquir 
of inforr 
and they 
the exte 
similar } 
statemer 
Mr. Wil 
100,000 
and 200, 
introduc 
week th: 
have be 
procedu! 
continue 
many tl 
limited | 
general | 
A viv 
the cow 
mortalit 
mortalit 
were the 
For the 
mortalit 
During 
there hi: 
Scotlan 
the two 
in both 
food ha 
housing 
Housings 
town al 
before 
arrange 
has not 
food, b 
Those 1 
of some 
palled \ 
still 
even wl 
child h 
Englan 
importz 
tackled 
only m 
The 
war ati 
be folk 
the 
toward 
as rege 
are me 
estimat 
war Br 
been a 
in post 
Educat 
cepted 
teache! 
medici 


Mr. 
by des 
Distrik 
were 
poores' 
eggs 
familie 
improv 
a quar 


THE LANCET | 


Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 


THE week opened unfortunately under the shadow of 
a mining dispute, and the difficulties in the coal-fields 
are only one group of troubles making the House restive 
and ruffled. Members were not satisfied with the kind 
of inquiry into soldiers’ pay and allowances—some kind 
of informal discussion—which Mr. Churchill announced, 
and they went on questioning and cross-questioning to 
the extent of 44 columns of Hansard. There was a 
similar ruffled reception for the Minister of Health’s 
statement on housing which went on for 164 columns. 
Mr. Willink announced that it is proposed to build 
100,000 permanent houses in the first year after the war 
and 200,000 in the second year. The legislation is to be 
introduced after Easter and there will be a debate in the 
week these notes appear. But as no new arrangements 
have been made to acquire the land needed the old 
procedures, and presumably the old high costs, will 
continue. These 300,000 permanent houses and the 
many thousand temporary houses to be licensed for a 
limited period are projected in a postwar Britain whose 
general outlines still await the master plan. 

A vivid light was thrown on the housing problem of 
the country during the debate on nutrition and infant 
mortality. The glaring facts of the high infantile 
mortality rate in Scotland presented in the Orr report 
were the king-pin around which the discussion revolved. 
For the five years before 1938 Scotland had an infant 
mortality rate of 77 against 57 for England and Wales. 
During the war period, as far as statistics are available, 
there has been an improvement in the rates for both 
Scotland and England and Wales, but the gap between 
the two seems to remain. The health of older children 
in both countries has also improved. Since the war 
food has been better in the working-class home, but 
housing is probably worse because of overcrowding. 
Housing conditions in Scotland were so bad in both 
town and country that the Committee on Evacuation 
before the war were unable to propose satisfactory 
arrangements for the dispersal of the population. War 
has not lessened these differences and despite improved 
food, bad housing levies a heavy toll on child health. 
Those who are acquainted with the overcrowded slums 
of some cities in England and Wales may well be ap- 
palled when they realise that in Scotland conditions are 
still worse. The debate showed that good feeding. 
even when housing conditions are adverse, can improve 
child health, but the difference between Scotland and 
England and Wales proves that housing remains an 
important factor. Until these basic problems are 
tackled vigorously any medical refinements will be of 
only minor effect. 

The trend of debates is more and more with the post- 
war atmosphere. The coming debate on housing is to 
be followed by a two-day debate on the white-paper 
on. the .medical services. The general good feeling 
towards the white-paper remains, but opinion is hardening 


as regards practical details and on some things which ~ 


are more than details. Nowhere has an authoritative 
estimate of the numbers of dectors needed in the post- 
war Britain yet been made. Nowhere has there as yet 
been a clear decision as to the part women are to play 
in postwar medicine. But the fact that the Minister of 
Education in the course of the committee debate ac- 
cepted the principle of the employment of married women 
teachers heralds changes in other professions, including 
medicine. 
FROM THE PRESS GALLERY 
Nutrition and Infant Mortality 


Mr. T. JoHNSTON opened this debate. on March 5, 
by describing how war has reformed our food policy. 
Distribution was now according to need. Foodstuffs 
were subsidised to keep the price within reach of the 
poorest and mothers and children received extra milk, 
eggs and _ vitamins. survey of working-class 
families in industrial towns in Scotland had shown an 
improvement in the health value of their diets. Over 
a quarter of the children attending school were given a 
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midday meal in Scotland, and in Glasgow, for example, in 
1943 boys entering school were ? in. taller and 1} Ib. 
heavier than boys who entered school in the prewar 
quinquennium. He thought the increase in_ tuber- 
culosis was due to deterioration in housing conditions 
and less, if at all, to nutrition. Turning to infant 
mortality Mr. Johnston said that last year’s figure of 
65 per 1000 births was the lowest in Scotland’s annals ; 
but the figure was still 30-40% higher than England’s 
infant death-rate. Despite criticism that it had been 
unduly weighted in favour of nutritional aspects of the 
problem, he thought the Orr report on the subject had 
been competent and important. The comparative 
tables of infant mortality in the various countries 
carried down to the end of the quinquennium 1934-35 
showed Scotland with an infant mortality of 77 
and England and Wales with a mortality of 57. The 
main cause of the high mortality the report found to be 
infection—epidemic diarrhoea, pneumonia, &c. Adverse 
economic and social conditions also had a direct bearing 
upon an infant’s chances of survival and, as was set 
out in the report, unemployment and overcrowding were 
higher in Scotland than’in England and Wales. But 
bad housing, while contributory to infant mortality, 
was by no means the sole factor. Mr. Johnston had 
consulted the MOHs for Glasgow, Edinburgh, Dundee 
and Aberdeen, and they all concurred in that view. 
The industrial town of Falkirk had the lowest infant- 
mortality rate among the large burghs in Scotland. It 
had also the lowest rate for unemployment. That 
meant more family income, more money for food, 
clothing, comforts and attention. 

Mr. Johnston drew the attention of local authorities 
to the fact that in January of this year the Scottish 
intake of welfare foods for mothers and children was still 
surprisingly lower than in England and Wales. They 
were 7% worse in cod-liver oil, 20% worse in vitamin A 
and D tablets, and 18% worse for orange juice. Scotland 
had rather more maternity hospital beds to births than 
England and Wales, and had more births in institutions. 
During the war, the number of hospital beds in Scotland 
had increased by 50% and they now had 2260. There 
was a steady increase in the use being made of ante- 
natal clinics. 

He was concerned about the statement in the Orr 
report that about a quarter of the deaths in the first 
month of babyhood were due to infections, and he had 
asked the Scientific Advisory Committee to pursue as 
a matter of urgency an inquiry into this problem. 

Summarising the other steps that were being taken 
in response to the Orr report Mr. Johnston said that 
everything possible was being done to prepare the way 
for a vast increase in sanitary and healthy housing 
accommodation; that local authorities were doing 
their utmost to increase the intake of vitamin products 
by mothers and babies, the number of qualified health 
visitors and househelps, and the quality and use of the 
clinic services and the number of maternity beds; and 
that the National Council for Health Education would 
strive to inculcate the advantages of high standards of 
personal hygiene and conduct. 

In the debate which followed Mr. G. BUCHANAN asked 
that children should be given coal before anyone else. 
Dr. RusseLi THOMAS, quoting figures from the Orr 
report. suggested that the hard core of deaths in the 
first year of life in England and Wales might be reduced 
to 36:5 per 1000 births. Dr. EpITH SUMMERSKILL 
alleged that the children of the lowest-paid men in the 
Services were suffering from malnutrition. If the 
country was not rich enough to feed its population 
the expenditure on the new medical services should be 
postponed so that money could be provided for chil- 
dren’s allowances. It was paradoxical to set up a 
Royal Commission on the birth-rate when there was an 
appalling wastage of infant life. She characterised as 
inhuman the circular issued by the Ministry of Health 
stating that pregnancy ‘ did. not necessarily give rise 
to incapacity for work and pregnancy without incapacity 
for work was not sufficient to entitle a woman to sick- 
ness or disablement benetit.’” Pregnant women should 
be entitled to at least two months’ rest before their 
confinement. Mr. H. LinsTEAD hoped that when the 
war was over the nutrition of the country would not 
again be left to haphazard chance. He would like to 
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see the Ministry of Food continuing, preferably amal- 
gamated with, and given priority over, the Ministry of 
Agriculture and Fisheries. After the war we must 
teach the ordinary citizen to translate the terms of the 
laboratory into the terms of the kitchen. 

Miss F. HORSBRUGH said we had made progress from 
the high level of infant mortality of the bad old times 
but that was no excuse for not accelerating our. pace. 
In England there were 3000 clinics, over 3000 health 
visitors and in country districts 2000 district nurses. 
Last year 96-59% of the mothers who gave birth to children 
were visited in their homes within a week. Beds in 
maternity homes and hospitals had been increased by 
3000 and in England and Wales there was accommo- 
dation for at least half the mothers. .A circular was 
being sent to local authorities on war-time provisions 
for making premature births as normal as possible and 
the death-rate as low as_ possible. 
expectant mothers had been made in different parts 
of the country and so far they had found that the 
nutritional standard was not bad. It was disappointing 
that only half the mothers and babies in England took 
the fruit juice provided free or at a small charge. The 
service to be efficient must have the codperation of the 
public. A reassuring report would shortly be issued 
by the British Paediatric Association on rickets, which 
was one of the diseases which might be expected to 
increase in war-time. 
infant mortality, Miss Horsbrugh concluded, we must 
investigate the blackest spots and see what the reasons 
are. 

QUESTION TIME 
Housing 


In the House of Commons on March 8 Mr. H. WILLINK, 
Minister of Health, made the following statement on postwar 
housing policy : During the first two years after the end of the 
war in Europe our primary task must be to meet the urgent 
needs of those who have no homes of their own. These could 
not be fully met or met with sufficient speed by building new 
houses of permanent construction. In addition, we shall have 
to undertake a substantial amount of emergency housing both 
by adapting existing buildings and by providing temporary 
accommodation of various kinds. The Minister of Works has 
already outlined the preparations that are being made in the 
sphere of temporary housing. The object of this statement is 
to indicate the lines on which the Government propose to 
proceed, simultaneously, with the construction of new houses 
of a permanent type. Both types, the permanent and the 
temporary, are complementary parts of a single Government 
policy for providing the largest possible number of new homes 
during these first two years. To enable local authorities to 
make an early start, as soon as conditions permit, with the 
construction of new houses of a permanent type, the Govern- 
ment have decided to introduce temporary legislation extend- 
ing the present scope of housing subsidies so as to include 
dwellings built to meet general needs. Local authorities will 
be enabled to buy in advance land required for these housing 
operations, using compulsory powers if necessary. And 
Parliament will be asked to empower the responsible ministers, 
as after the last war, to confirm compulsory purchase orders 
for the acquisition of land for housing purposes without hold- 
ing an inquiry. We hope to be able to introduce the necessary 
legislation shortly after the Easter recess. Meanwhile I am 
today inviting representatives of the associations of local 
authorities and of the London County Council to meet me at 
an early date to discuss the arrangements for housing subsi- 
dies. The local authorities will be invited to proceed on the 
basis that all preliminary preparations should be made to 
ensure that, if building resources should permit, 100,000 
houses can be completed or under construction by the close 
of the first year after the end of hostilities in Europe and a 
further 200,000 by the close of the second year. ‘These 
300,000 houses will be in addition to those built under the 
programme of temporary construction. 


Scottish Nurses’ Salaries 

In answer to a question the Secretary of State for Scotland 
announced that in a third report the Scottish Nurses’ Salaries 
Committee have made recommendations regarding the salaries 
of assistant nurses, nurses in mental hospitals above the grade 
of charge nurse, nurses in public-assistance institutions and 
convalescent homes, and a few other classes of nurses. The 
committee have now completed their review of the salaries 
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and conditions of the nursing profession in Scotland, with the 
exception of superannuation, which will be the subject of a 
separate report. A further review of the salaries and condi- 
tions of nurses, up to the charge-nurses grade, employed in 
mental hospitals and institutions has been begun. 


Ministry of Health Annual Report 
Mr. W. THORNE asked the Minister of Health when the 
annual report of the Ministry of Health for 1943 would be 
published.—Mr. Witiink: I propose to issue a summary 
report for the vear ending March 31, 1944, but I am unable at 
present to indicate the date of publication. 


Medical Man Power 

Dr. RussELt THomas asked the Minister the number ot 
doctors who were now serving in the armed forces of the 
Crown and in full-time employment in the Civil Defence 
services and any other service created during the national 
emergency.—Mr. WILLINK replied: It would not be in the 
national interest to state the number of doctors serving in the 
Forces. The number employed full-time in the Civil Defence 
services, the Emergency Medical Service and in other services 
created during the present war is about 1100. 

Dr. THomas: In view of the fact that this figure is already 
known, that there are 30,000 doctors in all the Services who 
will be seeking work when the war is over ; and in view, too, of 
the fact that the Minister suggests giving financial help to 
train more, is it his intention to have at call an army of po- 
tential cheap medical labour which will be economically forced 
to work a National Health Service whether it likes it or not *— 
Mr. WiLtInk: This matter is to be debated at an early date. 


Medical Co-education 
Sir Ernest GRAHAM-LITTLE asked the Minister whether lie 
was aware that the senate of London University desired to 
extend facilities in its medical schools for women students, 
but that one of the principal obstacles thereto was the in- 
adequacy of the accommodation for men and women in this 


university's medical schools, which now trained nearly half 


the doctors of this country; and whether he would give 
particular attention in framing his future estimates to this 
position.—Mr. WILLINK replied : I am aware of the resolution 
on the subject of the training of women medical students 
recently passed by the senate of London University, and | 
understand that a copy of it is being sent to the Committee 
on Medical Schools under the chairmanship of Sir William 
Goodenough. The assistance likely to be needed by medica! 
schools in the future is one of the questions under review hy 
that committee. 


Mental Treatment for Service Personnel 

Sir Warrer SmiLeEs asked the Minister of Pensions if he 
would reintroduce the scheme which operated during the last 
war under which service personnel discharged from the forces 
on ground of mental disorder remained the charge of the 
Ministry of Pensions.—Mr. B. V. Kirpy asked whether the 
Minister had considered a letter from the Lancashire mental 
hospital board, dated Feb. 29, 1944, setting out their views in 
regard to ex-members of HM Forces sutiering from menta! 
illness who were being treated in rate-aided public mental 
hospitals as distinct from treatment under the service patient 
scheme ; and what was the nature of his reply.—Sir WALTER 
WomMeEkrsLEY replied : My department already accepts liability 
in all cases in which the mental condition is due to service. 
In other cases I am not satisfied that there is good reason for 
making any exception to the accepted principles of entitle- 
ment or to the general social service provision for mental 
disorders. I have, however, agreed to receive a deputation 
on this subject. 


Bananas for Coeliac Disease 
As bananas form a useful addition to the diet of children 
suffering from ceeliac disease, arrangements are being made 
which the Minister hopes will result in enough bananas being 
imported in dried form to provide all approved cases of 
ceeliac disease with the supplies they need. (Mr. W. MAaBnanr 
replying to Mr. R. PursBrRIcK.) 


PeckHaM, HEALTH CENTRE.—On Wednesday, March 22, 
at 6.45 pm, under the auspices of the Science (Research) 
Society, Dr. Innes Pearse is giving a public lecture on the 
Peckham experiment. The meeting will take place at the 
Alliance Hall, Palmer Street, Westminster, S.W.1. 
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Letters to the Editor 


THE SEPTIC HAND 

Sir,—The regime of treatment for the septic hand 
deseribed by Egerton and Bowen in their letter of Feb. 26 
appears to be a dangerous oversimplification of the 
problems involved. No-one will deny that energetic 
conservative treatment will often produce resolution in 
early cases, no matter whether the infection be staphylo- 
coceal or streptococcal in origin. It is also true that such 
treatment is often sadly neglected, but for those cases 
which fail to respond to conservative measures the advice 
they give can only be deplored. The * superficial nicks 
without anesthesia which they recommend are still far 
too often to be seen gracing some of the worst cases of 
pulp-space infection. with necrosis of the terminal 
phalanx and intipient tenosynovitis ; complications 
which would have been prevented by a timely and 
adequate incision, Early incision of a streptococcal 
infection would probably be equally calamitous, but this 
fact only emphasises the important truth that in sepsis 
of the hand which does not rapidly and completely re- 
spond to conservative treatment we are faced with a major 
surgical (and economic) problem which will only be solved 
by treatment based on a sound knowledge of the patho- 
logical processes involved. Such treatment is worthy 
at least of specialist supervision; demands a fully 
equipped theatre for its proper performance ; and can 
never be simplified to the extent suggested. 
R. F. 


Leatherhead, Surrey. 


COMPLICATIONS OF TRILENE ANESTHESIA 


Sir,—All anesthetists are grateful, I am sure, for Dr. 
Hunter’s comprehensive article in your issue of March 4. 
There was one point on which he might have enlarged 
with advantage, for although he stressed the ‘ rapid 
panting breathing .. . familiar to all anewsthetists,’’ he 
did not mention how this complication could be avoided. 
Dr. Langton Hewer told us at the RSM on May 7 of last 
vear that this type of breathing can usually be obviated 
if the ‘ Trilene ’ is not ‘‘ pushed.’ It appears that the 
precipitating factor is a high partial pressure in the 
alveoli and blood-stream rather than depth of anesthesia 
per se. Induction with trilene tends to be so tardy that 
the anesthetist is apt to push the induction: herein lies 
the pitfall that precipitates his patient into tachypnea. 
lt is my own experience also that this complication must 
be detected at its inception and immediately remedied 
either by withdrawal of the agent responsible or by 
changing over to another agent. Once rapid respira- 
tions are established such measures are of little avail 
as the breathing remains hastened even in the presence 
of another anesthetic. Trilene appears to have a 
trigger’? action in this respect. 

Cardiac irregularities are rare if anesthesia with trilene 
is limited to the lightest surgical plane (stage 3, plane 1 : 
Guedel). In this plane also only minimal quantities of 
the drug are required for maintenance and [ therefore 
feel that trilene will settle down to being used only for 
operations that will permit of this type of anesthesia. 
If it is employed as an adjuvant to nitrous oxide still 
less will be required and a cautious and patient ipduction 
should then leave everyone happy. 

King’s College Hospital. A. H. GALLEY. 


OXYGEN THERAPY 

Sitr.—In my hands the BLB type of mask has provided 
more effective oxygen therapy than the oxygen tent or 
nasal catheter. The ‘** holed ’’ mask described by Card, 
Griffiths and MeSwiney in the Lancet of Feb. 5 (p. 177) 
has been used in the chest unit at this hospital for the 
past two years, and offers certain advantages over the 
original BLB mask for routine use. Elimination of 
the expiratory valve has made the apparatus not only 
cheaper, lighterand therefore more comfortable (being well 
tolerated by even small children) but also far simpler to 
clean and maintain in efficient working order—two most 
important points. Although the holed mask does not 
provide as high an oxygen tension as can be obtained with 
the original BLB mask, the increase has been found 
adequate for the great majority of patients. The 
resistance to respiration observed after prolonged use of 
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the sponge-rubber disc type of BLB mask is not evident 
with the holed mask. When a patient is a persistent 
mouth-breather, say, during recovery from anesthesia, a 
satisfactory alternative to the BLB oronasal mask can 
usually be made by plugging up the 7 mm. hole with a 
conical spigot. 

Horton Emergency Hospital. M. D. Nosworruy. 


SHELTER LEGS 

Sirk,—Your annotation of March 11, referring to my 
article in The Lancet (1940, ii, 744) which drew atten- 
tion to the frequency and dangers of shelter leg, rightly 
urges continued bunk accommodation in shelters. Dr. 
Graham-Bonnalie’s letter gives a warning of the risk of 
more cases in the event of renewed air-raids. My own 
figures do not suggest any increase in pulmonary 
embolism as a complication of the condition as yet. 
Coincident with the provision of bunks the incidence 
of fatal pulmonary embolism fell to normal, and there 
it has remained since. The number of such deaths for 
the September and October months of 1939 to 1948, 
excluding cases of criminal, accidental, maternal and 
newborn deaths were : 


1939 1940 1941 1942 1945 


The proportion of shelter cases (the figure within 
parentheses) is seen to be high only during the blitz of 
September—October 1940, when the condition was first 
reported. The provision of bunks appears to have 
disposed of the risk almost entirely. Your annotation, 
however, gives timely warning of the possibility of its 
recurrence if there is any return to shelter life. 

Guy’s Hospital. KEITH SIMPSON. 
NURSERY SCHOOLS AND CLASSES FOR 

YOUNG CHILDREN 


Sirn,—I wholeheartedly agree with the opinion 
expressed (March 4) by Dr. Janet Aitken, as president of 
the Medical Women’s Federation, that the responsible 
staff of nursery schools or classes should have had specia! 
training and experience in the handling of young children 
both from the mental and physical aspects, and also 
have had a grounding in practical hygiene, and that there 
should be close coéperation with the various health 
services. At the same time it is arguable whether 
vhildren can best be accommodated in nursery schools or 
classes. It should be possible to attain these ends in a 
nursery Class just as well as in a nursery school. Nursery 
schools or classes should be within easy reach of the 
child’s home, and if the principle of nursery schools is 
rigidly adhered to it may involve the establishment of 
small schools difficult to supervise from the health point 
of view. Furthermore, the young child placed in a nur- 
sery school will have to change his schoo] at the age of 
5—an interruption of continuity which is undesirable 

Experience of nursery classes attached to infants 
schools has shown that the right emphasis can be 
secured in such classes. It is by no means the case that 
the main interest is in education rather than health. 

A. A. E. NEWTH, 
Senior MO, City Education Committee. 


MECHANICS OF HEAD INJURIES 


Sir,—The contribution of Mr. Holbourn to the 
mechanism of head injury (Lancet, Oct. 9, 1943, p. 438) 
is most interesting and opens many new possibilities 
of approach to this problem. Certain points, however, 
deserve more comprehensive study to test their accuracy. 
It is not clear what is meant by “* injuries of long dura- 
tion.’’ If this implies that the developed theory applies 
only to injuries lasting a fifth of a second or longer, the 
condition is not comparable to the usual dynamic head 
injury, since with ordinary hammer blows the duration 
of the blow has been found to be of the order of a fiftieth 
of a second or less. 

The presence of attachments of the ‘** gelatin brain ”’ 
to the * paraffin skull ”’ is undoubtedly the cause of the 
contrecoup pattern of shear stresses as seen in his figures 2 
and 3, but such connexions are not present in the human 
and experimental brain. The pia and arachnoid do not 
move in relation to each other. If such a movement 
were theoretically possible, a tear of the arachnoid seems 
more likely than injury of the pia. It is true that in 
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the median plane of the head the pia-arachnoid becomes 
attached to the dura along the passage of the biood- 
vessels, but more Jaterally or in a parasagittal position 
this is not the case. In the use of gelatin models a three- 
dimensional problem has been reduced to a two-dimen- 
sional one. Forces in the third dimension are apt to 
affect shear stresses materially. 

The application of photo-elastic principles to a non- 
elastic material such as the brain may lead to error. 
The brain, being non-elastic, does not have a straight 
line stress-strain relationship which is a prerequisite for 
the determination of shear strain by the photo-elastic 
method. Therefore the shear strain in the brain may be 
markedly different from the pattern obtained by the 
gelatin model. It is not clear why tensile strains may 
not be the important factor in the causation of lesions 
instead of shear strains. 

In dynamic head injury with a blow lasting a fiftieth 
of a second or less, producing linear acceleration, there 
is a steep pressure gradient through the brain in the 
direction of the blow. This will cause shear strains. 
This is not comparable to hydrostatic or equal three- 
dimensional pressures which may obtain with blows 
of long duration. E. S. GURDJIAN, 

Department of Surgery. 
HERBERT R. LISSNER, 
Asst. Professor, Engineering Mechanics. 


RADIUM SAFETY 
Sir,—It was recommended in your issue of Jan. 13, 
1940 (p. 98), that in view of enemy action radium should 
be stored in mild steel containers. ‘The illustration shows 
the container adopted at the Middlesex Hospital (inside 
is a brass cylinder), and a similar container which 


Wayne University, 
Detroit, Mich. 


Was within a few feet of a bomb when it wrecked the 
Marie Curie Hospital. The radium was found intact. 
It will be noticed that impacts have dented or furrowed 
the container, but mild steel once more belies its name 
by resisting a big breaking shock. 
Barnato Joel Laboratories, 
Middlesex Hospital. 


SHALL BASSINI DIE? 


Sir,—I would like to join with Greenwood and Holman 
in advocating the filigree operation. This operation is 
not used as a routine but is reserved for selected cases of 
the following types : 

1. Direct hernias of both types. 

(a) Lenticular type, where there is no sac as such, but 
just a diffuse saucer-like bulging of the posterior wall 
of the inguinal canal, 

(b) Tubular type, where there is a detinite sac protrud- 
ing through a hole or weakness of the fascia 
transversalis. 

2. Recurrences of both direct and indirect types. 

3. Indirect hernias, where at operation a definite weakness of 
the posterior wall has been found and the patient is 
thus considered to be a candidate fora direct hernia in 
later years, 

i. Large scrotal hernias, where the internal abdominal 
ring has been so enlarged and pulled upon that it is 
encroaching on the posterior wall of the canal. 

The filigree operation is a neat, quick and efficient 


SIDNEY Ruvuss. 


method of repair and has proved eminently satisfactory 
in the cases enumerated above. The patients reporting 
at this hospital for the repair of inguinal hernia are mostly 
engaged in the heavy industries connected with the river- 
side docks. In such cases the abdominal musculature is 
subjected to many and various stresses and strains, which 
provide a good test for the repaired hernia. In a series 
of 50 consecutive filigree operations performed at this 
hospital over the last 4 years, I have met with only one 
recurrence. This was in a case which had been operated 
on elsewhere years ago, and in which only one filigree 
had been used. The recurrence was readily repaired by 
the insertion of a small oval filigree, especially designed 
for this purpose. Recurrences are treated in this way, 
and not by removal of the filigrees. Attempts at re- 
moval are quite misguided, and would try the patience 
of the most placid surgeon as well as lead him into un- 
necessary difficulties. The method described by McGavin 
and later modified by Cole has been strictly adhered to, 
and I would stress here the necessity for the second 
(superficial) filigree, the omission of which may bring 
the method into disrepute through recurrences. By the 
use of the second filigree the operation becomes something 
more than merely a reinforced Bassini. One further 
point—at each operation a choice of different sizes of 
filigree must be available (not merely two) so that the two 
most suited to the particular case may be used. 

Criticism of this operation is based largely on theory 
and the fear of unfavourable consequences, such as 
perforation of the bowel, strangulation of the cord or 
bowel between the two filigrees, or consciousness of the 
filigree by the patient when the thigh is flexed, conse- 
quences which in fact have not been met with. Should 
such complications occur, it is the operator and not the 
operation that is at fault. 


Tilbury Hospital. M. R. 


SEX RATIO 


Sir,—I have just come across the following sentence 
which may explain the generally accepted fact of the 
preponderance of male over female births during war. 
‘En général les conditions de vie défavorables & la 
nutrition font apparaitre plus de males que de femelles.”’ 
The quotation is from ‘ L’analyse mentale en pratique 
médicale ’’ by Austregesillo. The generalisation follows 
a summary of some experiments on lizards described by 
Curt Thiessen in ** La sexualité dans Vunivers.’’ If 
however the observations are correct they may well have 
a wider application. It would be interesting to know 
whether males outnumber female births in wars which 
have not affected the nutrition of the population con- 
cerned, but probably statistics are not available. 


Guildford, Hitpa DE PEYER. 


INFECTIOUS DISEASE IN ENGLAND AND WALES 
WEEK ENDED MARCH 4 


Notifications.—The following cases of infectious disease 
were notified during the week : smallpox, 8 (1 in Bedford, 
1 in Finchley, 6 in Ruislip Northwood); scarlet fever, 
1997 ; Wpooping-cough, 1914; diphtheria, 681; para- 
typhoid, 4; typhoid, 3; measles (excluding rubella), 
1987 : pneumonia (primary or influenzal), 983 ; puerperal 
pyrexia, 154; cerebrospinal fever, 53 ; poliomyelitis, 6 ; 
polio-encephalitis, 4; encephalitis lethargica, 1 ; dysen- 
tery,218; ophthalmia neonatorum,6Y9. Nocase of cholera, 
plague or typhus fever was notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on March 1 was 1734. During the 
previous week the following cases were admitted: scarlet fever, 
122; diphtheria, 46; measles, 70; whooping-cough, 61. 

Deaths.—In 126 great towns there were 1 (0) deaths 
from an enteric fever, 2 (0) from scarlet fever, 2 (0) from 
measles, 13 (4) from whooping-cough, 13 (1)*from diph- 
theria, 56 (6) from diarrhcea and enteritis under two 
years, and 50 (3) from influenza. The figures in paren- 
theses are those for London itself. 

Leeds reported the fatal case of enteric fever. 

The number of stillbirths notified during the week was 
244 (corresponding to a rate of 33 per thousand total 
births), including 33 in London. 
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Obituary 


ARTHUR DONALD GRIFFITH 
MBLOND, FRCS 


Mr. A. D. Griffith died suddenly on March 5, at the 
age of 61, in Westminster Hospital where he was senior 
ophthalmic surgeon. He came of a distinguished legal 
family and his opinion was valued in the deliberations 
of the council of the Medical 
Defence Union. 

Griffith entered King’s Col- 
lege Hospital with a Sambroke 
exhibition and after qualifying 
in 1905 held house-appoint- 
ments there and at the Royal 
Free, before his friendship with 
the eccentric genius Malcolm 
McHardy centred his interest in 
ophthalmology. He was ap- 
pointed to the honorary staff of 
the Royal Eye Hospital in 1909, 
the year in which he gained his 
FRCS, and his affection for the 
hospital was lasting. He had 
held every post there from 
house-surgeon tosenior surgeon, 
as dean of the medical school 
he had done much to develop 
its teaching facilities, and some of his last thoughts were 
of its affairs. At the Westminster he took the same 
friendly interest in every member of the hospital, and the 
hours he spent in committee of the students’ sports club 
were happy ones, for in his youth he had himself played 
most games and he remained a keen tennis player and shot. 

In the last war Griffith served in the Middle East as 
senior ophthalmic officer to the Malta Command, as 
officer in charge of the military hospital at Hamrun, and 
as surgical specialist to the British Salonika Force. 
Later he was appointed senior MO for the Faenza area 
of Italy and here he laid the foundation of his wide know- 
ledge of Italian history, art, politics and life. Here, too. 
he met his Italian wife, Aurora, daughter of the late 
Conte Mocenigo Soranzo of Venice. After the war on 
his return to London he continued to serve his old com- 
vades and new friends as a consultant at the St. David’s 
Home for Disabled Soldiers and at the Italian Hospital. 

L. H. S. writes: ‘ Griffith was one of those rare people 
tolerant of others yet never satisfied with anything 
short of perfection in himself. He was generous and 
chivalrous to a fault, and in committee work he would 
never suffer any. lack of ¢ onsideration or humanity, or the 
-lightest perversion of truth. His beautifully ‘formed, 
precise handwriting was characteristic. He found the 
same pleasure in making a perfect capital letter as in 
\dmiring the perfect curves of old glass-ware in his 
ollection. This artistic sense he applied to his ophthal- 
mic operating, and it was a joy to watch the delicate 
yet resolute deliberation with which he made a cataract 
section, or his perfect scleroconjunctival flap in a Lagrange 
sclerectomy. He would have been the first choice of 
his many house-surgeons at the Royal Eye Hospital, if 
they had had to pick a surgeon for an operation on them- 
selvés. Yet in spite of this it was not so much as an 
perator that he excelled as in his breadth of reading, 
<nowledge, and judgment. He wrote little. and what 
ie wrote his search after perfection would make him 
ewrite over and over again, but he will be remembered 
or articles on binocular vision in squint, on headache, 
ind on his pioneer work in the treatment of glioma 
etine with radium. 


HENRY C. MAUDSLEY 
KCMG, CBE, MD LOND, FRCP 


Sir Henry Maudsley died, on March 6 at the age of | 84, 
u the Royal Melbourne Hospital, to which he was con- 
ulting physician. During the last war he commanded 
he Ist Australian General Hospital at Heliopolis, visiting 
‘ludros and Gallipoli later as consultant to Australian 
ieadquarters. 

Henry Carr Maudsley was born at Stainforth in 
Yorkshire, the eldest son of Thomas Maudsley. He 
ualified from University College Hospital in 1880 and 
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held resident appointments at that hospital before he 
set out for Melbourne where the rest of his life was to be 
spent. He was appointed to the staff of the Royal 
Hospital in 1903, and here his chief interest lay, but he 
was also physician and pathologist to the Alfred Hospital 
and lecturer in medicine at the University. He married 
in 1890 Miss Grace Elizabeth Stretch who died in 1933. 
They are survived by a daughter and a son, anothe: 
Dr. Henry Maudsley, FRCP, who is psychiatrist to the 
Royal Melbourne Hospital. 


IAN GALBREATH McCALL 
MB ST. AND. ; CAPTAIN RAMC 


THE death of Captain Ian McCall in a bathing accident 
while serving as a regimental medical officer with the 
Central Mediterranean Force has 
been announced. After a long 
day attending to casualties he had 
gone for a dip, but he did not 
return and was not missed till 
some time later. The elder son 
of Mrs. McCall and the late Mr. 
Duncan McCall, MIME, of Calcutta 
and Dundee, he was educated at 
Dundee High School. After 
graduating MB from St. Andrews 
in 1938 at the age of 24, he was 
appointed senior casualty officer 
at Dundee Royal Infirmary. and 
later house-physician at the 
Beckett Hospital, Barnsley. While he was acting as 
anesthetist there war broke out, and he volunteered at 
once. McCall served in India, in an ambulance unit in 
the Middle East, in North Africa, in the Sudan and 
finally with the CMF. A friend writes: Ian McCall 
found life well worth living, and was always brimfull of 
energy, which he put to good use in the service of his 
fellows. An RMO has to stand up to criticism—some 
just, perhaps more unjust—but. among the NCOs and 
inen of his regiment McCall had stilled adverse criticism, 
and established himself as one who had their best 
interests at heart. 


WILLIAM HUNTER LANG 
M B GLASG.; CAPTAIN RAMC 


Captain W. Hunter Lang, elder son of Mr. Douglas H. 
Lang of Glasgow, died in December of wounds received at 
the Battle of Sangro. He joined the 
RAMC in July,1942,and wasposted 
to North Africa with the First 
Army where he served in hospital 
trains and field ambulances, Later 
as a battalion MO he saw heavy 
fighting in the concluding stages 
of the Tunisian campaign. When 
his battalion was transferred to 
the Eighth Army he was moved 
to Italy and took part in the landing 
at Termoli. 

Born twenty-four years ago, 
Hunter Lang was educated at 
Glasgow High School and Glasgow 
University, where he graduated in 
1941. Before joining the RAMC 
he was house-surgeon to Mr. A. M. 
Clark in Glasgow Royal Infirmary. 
Rarely perturbed, he already had 

which begets trust both from 
He was keen on all he did—whether 
He played golf well and was a good 


Ellis, Glasgow 


that calm confidence 
patients and friends. 
work or sport. 
swimmer. 


SmaLLpox 1N MippLesex.—A further 
has occurred at the Mount Vernon 
Rickmansworth. The patient, 
under observation. Two further cases at Finchley are the 
sisters of a fatal case alrvady reported. Neither of the 
sisters had been vaccinated athe time of infection. A fourth 
and doubtful case has been removed to hospital from Padding 
ton. All the patients were known to be contacts and were 
under surveillance. 
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Notes and News 


OCCUPATIONAL THERAPY IN THE FRONT LINE 

A CONVALESCENT depot run by the New Zealanders in the 
South Pacific front line has been highly successful, and is 
returning 95% of patients to their units as grade | men. 
Those admitted are wounded, sick or the victims of accidents, 
and they are reabled on the spot, in both the temporal and 
spatial sense. Many of the staff of the centre have worked 
in a remedial centre in a hospital at Rotorua, NZ, which 
treated military cases from all over New Zealand. The men 
have a programme of sports, exercises and recreations ; they 
can attend classes in book-keeping, metal work and handi- 
crafts, or can walk, play, read or learn something about 
gardening. Those who. have lost a limb get preliminary 
training in a craft, and can then be transferred to one of the 
new centres for the treatment of disabled soldiers in New 
Zealand. : 

Royal College of Surgeons of England 

At a meeting of the council held on March 9, with Sir Alfred 
Webb-Johnson, the president, in the chair, Prof. W. E. Gye, 
FRS, was appointed Imperial Cancer Research Fund lecturer 
for 1944. 

The following diplomas were granted jointly with the Royal 
College of Physicians : 

DOMS.—H. F. Chard, P. J. Devlin, C. J. Evans, J. C. Greenwood, 
Arnost Hirtenstein, Anthony Hollingsworth, Lettice M. Hughes, 
Philip Jardine, R. L. Kerr, Monica Low, H. F. Melhuish, F. R. 
Neubert, R. E. Packer, C. L. D. J. Schepens, A. 8. Scott, Elizabeth 
D. L. Simpson and Herman Treissman. 

DMR.—D. T. Burke, Otto Englander, 
Sheehan and E. W. Spencer. 


Karel Mendl, Maurice 


Voluntary Hospitals and the White Paper 


Representatives of 1100. voluntary hospitals recently 
attended a London conference organised by the British 
Hospitals Association to consider proposals in the white- 
paper on “ A National Health Service.” They unanimously 
passed a resolution, proposed by Lord Southwood, declaring : 

That the suggested administration does not constitute that 
partnership between local authorities and voluntary hospitals 
which has been the avowed intention of successive Ministers of 
Health, and which is an essential requisite to the effective participa- 
tion of the voluntary hospitals and therefore to the accomplishment 
and efficiency of the scheme, and does not (except partially in the 
case of Scotland) furnish a suitable organization. 

That the financial proposals are inconsistent, and also unaccept- 
able, in that they afford part payment only to the voluntary hos- 
pitals for their services rendered under the scheme, while postulating 
that the financial gap thus caused must be filled by benefactions 
and other voluntary gifts, and, at the same time, by the offer of 
free service for all destroy the incentive of the public as a whole 
either to give or contribnte. 


London County Council 


Mr. Somerville Hastings was elected chairman of the 
London County Council on March 7. The following medical 
men and women have been appointed to the standing com- 
mittees of the council : . 

Civil defence and general purposes 
Lambert. 

Education committee: Dr. J. A. Gillison, Dame Barrie Lambert, 
and *Dr. E. P. Hulbert. 

Hospitals and medical services committee : Dr. 8S. Monckton Cope- 
man, Dame Barrie Lambert, Miss Esther Rickards, *Dr. 
Stark Murray and *Dr. E. P. Hulbert. 

Housing and public health committee: Dr. 5. W. Jeger. 

Mental hospitals committee: Dame Barrie Lambert and 
Doris Odlum. 

Supplies committee: Dame Barrie Lambert. 

Special committee on staff (appeals): Dame Barrie Lambert. 

* Coépted member. 


Sydney Ringer Lecture 

The fifteenth of these biennial lectures will be given at 
University College Hospital medical school, London, W.C.1, 
on Tuesday, March 21, at 4 pm, when Prof. A. A. Miles will 
speak on the epidemiology of wound infection. 


Research at Papworth and Enham 

The medical consultative committee for the associated 
village settlements of Papworth and Enham, which meets 
under the chairmanship of Group-Captain R. R. Trail, the 
hon. medical director, has set up a committee to advise on 
the direction of research work at the settlements and to 
coérdinate their work with other investigations on tuber- 
culosis in this country. The members of the research com- 
mittee are: Sir Arthur MacNalty (chairman), Sir Joseph 
Barcroft, FRs, Prof. S. P. Bedson, rrs, Dr. F. R. G. Heaf, Sir 
John Ledingham, rrs, Prof. W. H. Tytler and Prof. O. L, V. 
de Wesselow. 


committee: Dame Barrie 


*Dr. 
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Venereal Diseases 


In a lecture delivered to the Royal Institute of Public 
Health on March 8, Dr. A. H. Harkness said that there are 
great hopes for the future in the use of penicillin for gonorrhaa, 
and it may also have a definite place in the treatment of 
syphilis. Unfortunately it did not pass freely from the blood 
into the cerebrospinal fluid. He did not think the increase 
of venereal diseases during the war has been as great as the 
official figures indicate. Records were more accurate. The 
accommodation of Government VD clinics was often unsuit- 
able, and in his considered opinion a large proportion of the 
medical personnel were grossly inefficient. Much could be 
said for divorcing gonorrhcea from syphilis and allying the 
former to the urologist. “‘ The campaign of enlightenment 
and early treatment (* preach and treat ’) has failed, and will 
continue to do so until the public is educated in the methods 
of early and late preventive treatment and until there is 
compulsory notification (by numbers dnd not names) of all 
these diseases.” 


Royal Society of Medicine 


On Thursday, March 23, at 4.30 pM, at the section of urology 
there will be a discussion on the treatment of carcinoma of 
the prostate, when Mr. Clifford Morson, Prof. E. C. Dodds, Frs, 
and Dr. W. M. Levitt will be the opening speakers. On 
March 24, at 3 PM, at the section of epidemiology and state 
medicine Major T. M. McNair Scott, usamc, Dr. W. H. 
Bradley and Dr. William Gunn will open a discussion on 
parenteral diarrhea. The section of disease in children will 
meet the same day at 4.30 pm at the Hospital for Sick Children, 
Great Ormond Street, W.C.1. 


Biochemical Society 


The annual general meeting will be held at the Courtauld 
Institute, Middlesex Hospital, London, W.1, on Saturday, 
March 25, at 2.30 pM. 


The Minister of Health will address the Institute of Hospita! 
Almoners at their annual general meeting on Friday, March 24, 
at 6 pM, at the Caxton Hall, Westminster, S.W.1. 


BIRTHS 


GANGE.—On March 5, in London, the wife of Dr. Christopher 
Gange—a daughter. 

Kenyon.—On March 10, in Manchester, Dr. Marjorie Kenyon (née 
Landau), the wife of Mr. Ralph H. Kenyon, ric—a daughter. 

Lycetrr.—On March 5, at Crickhowell, Brecon, the wife of Squadron - 
Leader, C. D. L. Lycett, MB, RAFVR—a daughter. 

Mackie.—On March &, the wife of Dr. Carmichael Mackie, of 
Stourport-on-Severn—a daughter. 

Mason.—-On March 4, at Romford, the wife of Lieutenant A. §. 
Mason, RAMC—a son, 

MowLiL.—On March 6, the wife of Dr. R. F. Mowll, of Surbifon— 


a son. 
PHEILS.——On March 7, the wife of Captain Murray Pheils, RAMc—a 


son, 

PoELs.—On March 4, at Woking, the wife of Surgeon Lieutenant 
J. Poels, RNVR-—a son. 

RYDER RICHARDSON.—On March 11, at Whitchurch, Bucks, the 
wife of Dr. J. C. Ryder Richardson—a son. 

ScapvInG.—On March 2, in London, the wife of Captain F. H. 
Scadding, MD, RAMC—a son. 

SQuirReE.—On March 7, at Chartridge, Bucks, the wife of Dr. Michael 
Squire—a daughter. 


MARRIAGES 


GOWANS——Morris.—-On March 6, at Cleveland Heights, Ohio, 
USA., James Dakers Carrie Gowans, MB, surgeon lieutenant 
RN, to Hannah Morris: 

RICHARDSON—INNES.—-On March 4, at. Perth, Frank MeLean 
Richardson, DSO, MP, lieut-colonel RAMC, to Sylvia Innes. 


DEATHS 


ATKINS.—On March 9, at Bathampton, 
MRCS, LSA, formerly of Plumstead, K 

BARKWORTH.—On March 5, 
Barkworth, MRcs, aged 83. 

GoNDAL.—In Bombay, HH Sir Bhagvat Sinhjee, Maharajah of 
Gondal, GCSI, GCIE, MD EDIN., DCL OXFD, FRCPE, aged 78. 

GovuLp,—On March 7, in London, Edith Louisa Gould, MB LOND., 

* of Goodmayes. 

HvuGues.—On March 6, William Hugh Hughes, MB, BSC EDIN., of 
Ashton-under-Lyne, aged 79. 

OrR.—On March 9, at St. Andrews, James Orr, MB EDIN., 
director of James Mackenzie Institute. F 

PARTRIDGE.—On March 8, at Shipley, Sussex, William Thomas 
Partridge, MRCS, aged 84. 

Watrers.—On March 8, at Haywards 
Brown Watters, MD EDIN., aged 90. 


Bath, Ernest 
ent, aged 84. 
Bromley, Kent, Henry Smith 


Atkins, 


MRCIE. 


Heath, George Thomas 


The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 


Births, Maxeinges ond Deaths 
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Depend upon ul... 


Welfare and sick-room experience amply demonstrates the funda- 
mental importance of regularity of bowel evacuation particularly for 
children during their growth and development. In this connection 
the choice of a laxative is obviously of first importance. 


‘California Syrup of Figs’ offers marked advantages over the harsher 
mineral and synthetic drugs. Skilfully prepared from selected 
sennas, it effects thorough evacuation without griping or discomfort. 
Moreover it has no exhausting effect on the alimentary system and 
is completely safe and dependable in action. 

‘California Syrup of Figs’ may confidently be recommended as the 
routine laxative for children of all ages. Being pleasantly flavoured 
it is accepted readily by the most fastidious patient. 


‘California Syrup of Figs’ 


THE CHAS. H. PHILLIPS CHEMICAL CO. LD. 


179. Acton Vale, London, W.3 


“Useful tempting in cases where 
biscuits may be taken - 


MCVITIE PRICES” 


DIGESTIVE BISCUITS 


MADE non DAIRY-FRESH BUTTER AND WHOLESOME BRITISH WHEAT 
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| 
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Now ETHOCAIN HYDROCHLORIDE 


The Original Preparation 
English Trade Mark No. 276477 (1905) 


The Safest and most Reliable 
Local Anesthetic 


fot Contain Co 


[ovo CATH 


Does not contain Cocaine, and does not come under 
the Dangerous Drugs Act. 


Despite the war, NOVOCAIN preparations are, and will 


continue to be, available in all forms, viz. : 


Tablets of various Sizes. Ampoules of Sterilized Powder 
and Solution. 1 oz. and 2 oz. Bottles, Stoppered or 
Rubber Capped. 


Literature on Request 


Sold under Agreement. 


THE SACCHARIN CORPORATION LTD. 
84, Malford Grove, Snaresbrook, London, E.18. 


Telegrams: SACARINO, LEYSTONE, LONDON, 
Telephone: Wanstead 3287. 
Australian Agents: 
J.L. Brown & Co., 123, William Strect, Melbourne, C,1. 


Pfoasl 


The food value of yeast has been 
recognised for many years; it 
supplies not only protein 
material but also the all- 
important B vitamins. 


Owing to the exigencies of war 
yeast has recently come to the 
front as a useful weapon in the 
campaign against malnutrition. 


Marmite is an autolysed extract of 
yeast prescribed extensively for its 
health-promoting properties. 


MARMITE 


YEAST EXTRACT 


The Marmite Food Extract Co. Led., 35 Seething Lane 
London, E.C.3 
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BOTTLED VEGETABLES 
FOR BABIES 


—ready strained 
CARROTS } 
SPINACH >} Steam-cooked: vacuum-packed 
PRUNES J 
ALSO BONE AND VEGETABLE BROTH 


RAND'S vegetables, specially 

grown and picked at their 
prime, are superior to home- 
prepared vegetables. 

Steam-cooking in vacuum, and 
vacuum-packing, tend to conserve 
the vitamins. A special sieving pro- 
cess ensures that no particle of irri- 
tant fibre remains. 

Busy war-time mothers will wel- 
come these new Baby Foods which 
relieve them of a very tedious job. 
The name of Brand & Co. Ltd. is a 
further recommendation. 
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IT ISN’T 
RATIONED 


No matter how much or how 
little you already have, so long as 
you are a healthy life you can 
always apply for more LIFE 
ASSURANCE. 


And in most cases this Society’s 
“W” plan covers CIVILIAN WAR 
RISKS WITHOUT EXTRA 
CHARGE. 


Ask for details from your 
agent or from the Secretary, 


Head Office: 
FAMOUS SINGE 1795 


9, St. Andrew Square 
Edinburgh, 2 


The Only Brandy 
actually bottled 
at the 
Chateau de Cognac 


DOWN BROS. 


LIMITED 


SURGICAL INSTRUMENT AND 


HOSPITAL FURNITURE 
MANUFACTURERS 


All Correspondence now to 
NEW HEAD OFFICE 
23, PARK HILL RISE 
CROYDON 


Telephore: Croydon 6133 


e 
Showrooms and Fitting Rooms 
22a, CAVENDISH SQUARE 
LONDON, W.1 


MAYfair 0406 


THE ANXIETY STATE 


Present disturbed occupational and environmental 
conditions frequently produce a continued rest- 
lessness of both mind and body, with a resultant 
loss of power of concentration and mental effort. 
* Anadin,’ a useful variant of the aspirin-phenacetin- 
caffeine analgesic group, is especially well-suited 
to this type of case. 

*Anadin’ can be relied upon should prolonged 
administration be necessary, for it has neither 
Its well- - 
balanced formula merits complete confidence. 


cumulative nor habit-forming effects. 


Tablets 


ANADIN 


ANADIN LIMITED, 12, CHENIES STREET, LONDON, W.C.! 
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steam engine. . 


The scene changes 


LitTLe more than a hundred years ago Britain was an 
agricultural island. Its resources were undeveloped, its 
roads often incredibly bad; power-operated machinery 
was almost unknown. Then James Watt invented the 
. and by the middle of the nineteenth 
century the tide of industrial development was in full 
flood. In almost the span of a lifetime, Britain became 
the centre of the world’s trade and in this vast change 
the Westminster Bank (founded in 1836) played its 
part, providing—as it does today—a complete banking 
service for industry and the individual. 


WESTMINSTER BANK LIMITED 


INSURANCE IN WAR-TIME 


Write for full particulars 
of the generous treatment 
given to both old and new 
members by the 


MEDICAL SICKNESS 
SOCIETY 


Refes to this advertisement when writing to :— 


THE MEDICAL SICKNESS, ANNUITY 
& LIFE ASSURANCE SOCIETY, LTD 
‘‘Salcombe,’’ Bushey Heath, Herts 
Telephone Number: Bushey Heath 1502 
(Head Office: ‘‘ Highfield,”’ Chesterton, Cirencester, Glos) 


R 
TI a 


She hermega 


made by the Pioneers of electrically-heated 
blankets in the U.K., are approved and 
used by the ADMIRALTY, AIR 
MINISTRY, and leading HOSPITALS. 


ELECTRICALLY HEATED 
THERMOSTATICALLY 
CONTROLLED 


BLANKETS 
for Ambulances, Accident Reception, 
Operating Theatre or General Wards. 
COT BLANKETS 
for Children’s Wards. 


PADS 
~ Local Application and Alleviation of 
in. 


Specially designed appliances for Ear, Eye, 
Head, and Other Purposes. 


CAGE HEATERS 
for Limbs, Prematurely Born Babies, etc. 


Send 1d. Stamp for illustrated 
descriptive booklet No. 53 to: 


THERMEGA LID. 
51-53 
VICTORIA ST. 
LONDON, S.W.1 
(Abbey 5701-2-3) 


non-irritant Toilet Pre- 
parations specially for 
prescription in Allergic 
Cases 


A complete range of toilet preparations 
entirely free from Orris in any of its forms 
or other Irritants (B.M.J., Medical World, etc.). 
A safe alternative to suspected cosmetics, 
Smati supplies of *“‘QUEEN’’ Non-Allergic 
Skin Soap are now available—i/3 tablet 
(1 Coupon). 

BOUTALLS LTD., 150, Southampton Row, 
London, W.C.1. 


MICROSCOPE “ 
OUTFITS WANTED 


Highest prices paid. Let us know ur 
requirements if you wish to EXCHANGE as 
we may be able to help you. 

DOLLONDS (L) (Estd. 1750) 
23a, Seven Sisters Road. Holloway, London, N.7. 
Te!.: ARChway 3718 


FENSTANTON Gites, Bucks 


A Private Home for the Care and Treatment of a limited number 
of LADIES with Mental and Nervous Disorders, Certified, Votun- 
tary, and Temporary Patients received. Mansion with 12 acres of 
— (See Medical Directory, p. 2493.) Apply Resident Physician. 

‘elephone: Little Chalfont 2046. Station: Chalfont and Latimer. 


MALLING PLACE, KENT 
For LADIES and GENTLEMEN of Unsound Mind. 


Terms moderate. Apply to Resident Medical Superintendent. 
Telegrams: ADAM WEST MALLING. Telephone No. 2: MALLING 
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OUR SERVICE TO DOCTORS 
AND THEIR DEAF PATIENTS! 


“ag 
N prescribing “Ardente " for your deaf patients when an aid becomes necessary, because 
Ser AN oo can obtain service in most important towns throughout Great poe oaken denn in 
ang their aural condition. As an additional safety factor, each “‘Ardente” is covered by its maker's 
eC @ guarantee. There is a full range of “Ardente’’ types—electrical and non-electrical Bone- 
ome “t\0nNS Conduction, Granule, Valve and Phantom types—which are 
¥ vA \ individually suited, after Aurameter Test, to the needs of each 
a\ case—no expense being Incurred until hearing satisfactorily. 
Milos? 


Medi 
_ Medals, 5 Dipl . Supplied under National Ith Insurance. 


ARDENTE 


Birmingham Gristo! Cardiff Edinburgh Glasgow Leeds Lei Manch N 


oe HALL Nervous Disorders’ & Alcoholism 


(Certifiable cases are not received) 
WARWICKSHIRE This beautiful mansion situated in the heart of the country (less than two hours 
(‘Phone : Nuneaton 241) from London by L.M.S.R.) and surrounded by charming pleasure grounds in which 
. games and outdoor occupational therapy are available is devoted to the treatment 
of Alcoholism and ‘Nerves"’ by psychotherapeutic and ancillary methods. 


Illustrated Brochure and particulars obtainable from A. E. CARVER, M.D., D.P.M., Resident Medical Superintendent 


CAMBERWELL HOUSE, 33, Peckham Road, London, S.E.5 


FOR THE TREATMENT OF MENTAL DISORDERS Fedephone 


Ropyer 4242 Unes) 
Completely detached Villas for mild cases. Voluntary Patients received. Twenty acres of grounds; own garden produce. Hard and grass 
tennis courts, putting greens, Recreation Hall with Badminton ‘ all indoor amusements. - Occupational therapy, Calisthenics, 
Actino-therapy, prolonged immersion baths, shock and also modified insulin treatment. Chapel. 
Shaman, JAMES NORMAN, assisted An [llustrated Prospectus giving fees, which are strietly 
by a! Staff and visiting Consultants moderate, may be obtained upon to the y 
Convalescent Branch is HOVE VILLA, BRIGHTON and is 200 ft. above sea-level! 


THE OLD MANOR, SALISBURY 


A Private Hospital for the Care and Treatment of those of both sexes suffering from MENTAL DISORDERS 
Extensive grounds. Detached Villas. Chapel. Garden Produce from own gardens. Terms very moderate. 
CONVALESCENT HOME AT BOURNEMOUTH 
standing in 12 acres of ornamental grounds, with separate villas, tennis courts, etc. Patients or Boarders may visit the 


Home by arrangement. 
Illustrated Brochure on application to the Medical Superintendent, The Old Manor, Salisbury. 


COURT HALL, KENTON, near EXETER 


FOR THE TREATMENT OF EIGHT LADIES, VOLUNTARY, TEMPORARY AND CERTIFIED PATIENTS 


CLIFFDEN, TEIGNMOUTH 


FOR EARLY AND CONVALESCENT CASES Recreational Therapies are held dally by skilled Leaders 
The house stands high with spacious balconies and extensive views of the South Devon Coast. Beautiful garden. Own Dairy in 25 acres. Private road to beach 


, EBWORTHY, MANATON, DARTMOOR, situated in 20 acres, 1100 ft. up for bracing moorland air 
Resident MULES, B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones-—STARCROSS 259 and TEIGNMOUTH 289 
PECKHAM HOUSE, 112, Peckham Road, London, S.E.15 
Telegrams : “‘Alleviated, London” Telephone: Rodney 2641-2642 


A Private Mental Hospital, for Ladies and Gentlemen euffering from Nervous and _ Mental Illness, where the 
amenities of a comfortable hoa are combined with full investigation and every well-established modern treatment. 
Terms from 3} guineas weekly. 
Illustrated Prospectus may be obtained from the Physician Superintendent. 


TOR-NA-DEE SANATORIUM MD, 


FOR THE TREATMENT OF PULMONARY TUBERCULOSIS AND ALLIED DISEASES 
Senior Physician and Medical Superintendent: R. Y. KEERS, M.D. (Edin.) 
For prospectus apply to The Secretary, Tor-na-Dee, Murtle, Aberdeenshire Telephone: Cults 107 


VALE OF CLWYD SANATORIUM 


This Sanatoriuin ts established for the treatment of Tuberculosis of the Lungs and the Pleural Cavities. It is situated fn 
the midst of a.large area of park-land at 4 height of 450 feet above sea-level. Average rainfall 29°57 per annum. Full day 
and night Nursing Staffs, X-ray plant. Every facility for Artificial Ppeumothorax and for operations on the Chest. Electric 
Lighting. Central Heating. 
For particulars apply to Med per 

H. Morrwrton Davims, M.D., M.Ch. (Cantab.), F.R.C.S., Lianbedr Hall, Ruthin, N. Wales. 


=, : Particulars gladly sent and Tests are made at Aurists, Doctors’ patients, Hospital, or / eddresses. | 
owcastic 
= 
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ST. ANDREW’S HOSPITAL 


FOR NERVOUS AND 
MENTAL DISORDERS 


NORTHAMPTON 


PRESIDENT: THE Most HON, THE MARQUE ss OF BXETE R, K.G., C.M.G., A.D.C. 


MEDICAL SUPERINTENDENT: THOMAS TENN ‘ENT, M. RO D.P.M. 


This Registered Hospital is situated in 130 acres of park and plensese grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, bio-chemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branche; 


can be provided. 


: WANTAGE HOUSE 
This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrica! baths, Plombieres treatment, 
ete. There is an Operating Theatre, a Dental Surgery, an X-Ray Room, an Ultra- violet Apparatus, ‘and a Depart ment for 


Diathermy and High-frequency treatment. It also contains Laboratories for bio- chemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 
Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy isa feature of this branch, and patients are given every facility for oc scupying themselves in farming, gardening, and fruit 


BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a Park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 


growing. 


is trout-fishing in the park. 


At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hari 


courts), croquet grounds, golf courses, and La greens. Ladies and gentlemen 


provided for handicrafts, such as carpentry 


ave their own gardens, and facilities are 


For terms and further particulars pent = ike Medical Superintendent (TELEPHONE : No. 2356 and 2357 Northampton), who 


can be seen in London by appointment. 


THe object of this Hospital is to provide the most 
means for the treatment and care of PATIENTS of 


THE efficient 
CH EADLE ROYAL a BOTH SEXES suffering from MENTAL and NERVOUS 


A Registered Hospital! for MENTAL and its 
. Wales VOLUNTARY, TEMPORARY. AND CERTIFED PATIENTS 


Seaside Branch, GLAN-Y-DON, Colwyn Bay, N 


For Terms and further information apply to the MEDICAL SUPERINTENDENT Telephone: GATLEY 223! 


THE MAGHULL HOMES FOR EPILEPTICS CHISWICK HOUSE, 


MAGHULL, Near LIVERPOOL 
Open Air Occupation and Recreation for Patients, Farming, 
Gardening, Football, Cricket, Tennis, Bowls, etc. School 
recognised by Board of Education. 


FEES— 
Ist Class (men only) from £3 per week 
2nd Class (men and women) 
3rd Class (men and women) supported by 
Public Assistance Committees.. ., 27/6 


For further particulars apply to— 
Cc. EDGAR GRISEWOOD, A.C.A., 20, Exchange Street East, 
LIVERPOOL, 2. 


THE COTSWOLD SANATORIUM 


On the Cotswold Hills, seven miles from Cheltenham, 
Stroud and Gloucester. Fully equipped for the treatment 


of all forms of Tuberculosis. 


Terms: 5} to 94 guineas per week, inclusive. 


Full particulars from MEDICAL SUPERINTE ny nt, COTSWOLD 
SANATORIUM, CRANHAM, GLOUCEST 
Telephone: Witcombe 2131 Telegrams: “ ~ Birdlip 


CITY OF LONDON MENTAL HOSPITAL 
Near DARTFORD, KENT 
Ladies and Gentlemen received for treatment 
under certificates, and without certificates as either 
VOLUNTARY or TEMPORARY PATIENTS, 
at a weekly fee of £2 9s., and upwards 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental illness. All forms of 

treatment available. fees from 4 gns. per week upwards according to 

requirements. Vacancies occasionally exist at reduced fees on the 
recommendation of the patient's own physician. 


Apply to Dr. J. A. SMALL. Telephone : Norwich 20060 


PINNER, MIDDLESEX. 
Telephone: PINNER 234. 


A Private Mesptiat ts for the Treatment and Care of Mental and 
Nervous Illnesses in both Sexes. 
. A modern house, miles Marble Arch, in 
attractive and secluded surroundings. Fees from 10 guineas 
= inclusive. Oases under Certificate, Voluntary and 
porary Patients received for treatment. 
DOUGLAS MACAULAY, M.D., D.P.M. 


SPRINGFIELD HOUSE 


“Phone: BEDFORD 3417. Near BEDFORD 
For Mental Cases with or without Certificates. 


Ordinary Terms: Five Guineas per week pm ney 4 Separate 
Bedrooms for all suitable cases without extra charge). 


For forms of admission, &c., apply to the Resident Physician, 
Orpric W. Bower. 
INTERVIEWS IN LONDON BY APPOINTMENT. 


CRICHTON ROYAL, DUMFRIES 


FOR NERVOUS AND MENTAL DISORDERS 


of Alcoholism and Drug Addiction are admitted. 

Every facility for individual treatment on the most modern 
lines. As the Hospital is well endowed, terms are exceptionally 
moderate. 

Medical Certificates given anywhere in the British Isles are 
valid for admission of patients. 

Physician Superintendent: P. K. +e 
F.R.O.P., D.P. M., Barrister-at-Law. 11 Tite. 


UNIVERSITY EXAMINATION 
POSTAL INSTITUTION 


17, RED LION SQUARE, LONDON, W.C.! 
Over 50 years’ experience 


POSTAL COACHING FOR ALL 
MEDICAL EXAMINATIONS 


MEDICAL PROSPECTUS (24 pages) 
&e., to the 


23 


sent along with List of 
17, Red Square, London, W.C. 
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HEALTH in THE FACTORY. 


A further week-end course tor ‘doc tors interested in * Health 
in the Factory ’’ will be held at the London School of Hygiene 
and Tropical Medicine on Saturday and Sunday, 25th and 26th 
March, 1944. Details of the programme and application forms 
may ” obtained from the Secretary of the School, Keppel- 
street, Gower-street, London, W.C.1. The fee is £1 1s., with an 
additional 2s. 6d. if lunch is desired on Sunday. 


L. M.S. S.A. 

FINAL EXAMINATION: Sureery, April 11th, May 8th, 
June 12th, 1944; MEDICINE, PATHOLOGY, April 17th, May 15th. 
June 19th, 1944; MIDWIFERY, April 18th, May 16th, June 20th, 
1944; MASTERY OF MIDWIFERY EXAMINATIONS, May and 
November. 


For regulations apply + [een Apothecaries’ Hall, Black 
Friars-lane, London, E.C.4 


EXAMINING SURGEONS : Factories Act, 1937. The following 
appointment as Examining Surgeon under the Factories Act, 
1937, is vacant. Applications should be sent to the Chief 
Inspector of Factories, ‘St. James’s-square, London, 8.W.1. 
Latest date for 
District County receipt of application 
ASHBY-DE-LA-ZOUCH LEICESTER 28TH MARCH, 1944 


BRITISH POSTGRADUATE MEDICAL SCHOOL. (University 
OF LONDON.) Applications are invited from registered medical 
practitioners, Male and Female, for the appointments of HOUSB 
SURGEON (A) (Gynecological) and HOUSE PHYSICIAN (A), both 
posts vacant Ist May. 1944. Each appointment is for 6 months 
and salary at the rate of £105 p.a., plus full residential emolu- 
ments. Practitioners liable under the National Service Acts 
— not completed 3 months since date of qualification may 
apply. 

Apply before 7th April, 1944, to the aaa British Post- 
graduate Medical School, Duc ‘ane-road, W 


BRITISH POSTGRADUATE MEDICAL CneeL (Univer- 
SITY OF LONDON.) Applications are invited from registered 
medical practitioners, Maleand Female, for the appointment of 
HOUSE SURGEON (A), vacant Ist May, 1944. The appointment 
is for 6 months. The salary is at the rate of £105 p.a. Fe full 
residential emoluments. Practitioners liabte under the National 
Service Acts who have not yet completed 3 months since date 
of qualification may apply 

Applications, together with copies of 3 recent testimonials, 
should. be made to the Dean, British Postgraduate Medical 
— Ducane-road, W.12, not later than Friday, 31st March, 
LONDON CHEST HOSPITAL, Victoria Park, E.2. Vacancy for 
HOUSE PHYSICIAN (B2) will occur on Ist May, 1944. 6 months’ 
appointment. Salary at the rate of £150 p. a, board, residence, 
and laundry provided. Practitioners qualifie d more than 
3 months and liable under the National Service Acts (Males 
must be rejected by the R.A.M.C.) may also apply. 

Applications, with copies of 3 testimonials, should be sent to 

the Secretary by 3ist March, 1944. 
HAMPSTEAD GENERAL HOSPITAL, N.W.3. Applications are 
invited from registered medical practitioners, Male and Female, 
for the appointment of JUNIOR RESIDENT MEDICAL OFFICER (B2), 
embracing both medical and surgical work, vacant Ist April, 
tenable for 6 months. Salary £133 6s. 8d. p.a., with board, 
lodging, and laundry. R and W practitioners holding A posts 
may apply, also practitioners within 3 months of qualification 
and liable under National Service Acts, when appointment will 
be temporarily down-graded to A. 

Applications on the prescribed form, with copies of 3 testi- 

monials, to be returned not later than 22nd March. 
orn KENNETH A. F. MILES, House Governor. 

GUY'S HOSPITAL. York Clinic for Psychological Medicine. 
Applications are invited for the post of FIRST ASSISTANT 
MEDICAL OFKICER (BL) in the York Clinic for on ms 
Medicine. Salary £600 p.a., with board-residence. Applicants 
must have had experience of modern methods of the treatment 
of psychoses and psychoneuroses. Suitably qualified R practi- 
tioners holding B2 ‘appointments, also those holding Bl and 
rejected by the R.A.M.C., may apply. The appointment is for 

duration of the war with Germany, and may be extended, 
if the holder so desires, for 6 months thereafter. 

Applications, with the names of 3 referees, should reach the 
Superintendent, Guy's Hospital, London Bridge, 8.E.1, as soon 
as possible. 

ST. JOHN’S HOSPITAL, Lewisham, S.E.13. Applications are 
invited from registered medical practitioners for the appoint- 
ment of RESIDENT SURGICAL OFFICER (BL), vacant now. Appli- 
cants should have held house appointments and had surgical 
experience. Preference will be given to candidates holding 
diploma of F.R.C.S. Salary at the rate of £250 p. a., plus panel 
fees for resident female staff, but previous R.5.0.’s have held 
the E.M.S. surgical appointment of £550 p.a. Suitably qualified 
R and W practitioners holding B2 appointments, also R practi- 
tioners now holding B1 and rejected by the R.A.M.C., may apply. 

Applications, stating age, nationality, qualifications with 
dates, experience, and details of previous appointments, and 
accompanied by copies of — testimonials, should be sent as 
soon as possible to: J. ¢ GILBERT, Sec retary Superintendent. 


CHARING CROSS HOSPITAL. Resident Medical Officer (BI). 
Applications are invited from registered medical practitioners, 
Male, for the above appointment. Minimum commencing 
salary £350 p.a. Suitably qualified R= practitioners holding 
B2 appointments, also those holding B1 and rejected by the 

.A.M.C., may apply. 

Applications, together with copies of 3 testimonials, should 
be sent to arrive not later than first post 27th March, 1944, to— 

GEORGE J. JONES, Secretary. 
Charing Cross Hospital, London, W.C.2. 


THE LONDON CHEST HOSPITAL, Victoria Park, E.2. Appli- 
cations are invited for the post of MEDICAL REGISTRAR (part 
time). The appointment is for a period of 6 months with 
eligibility for re-election. 

Applications to be submitted to the undersigned at once, 

stating age, qualifications, experience, together with 3 copies of 
recent testimonials. Further particulars may be obtained from : 
THOMAS Brown, Secretary. 
MILLER GENERAL HOSPITAL, Greenwich High-road, S.E.10. 
The Board of Management invite applications for the temporary 
eS of ASSISTANT PHYSICIAN to the Department for 
Children. Candidates must be Fellows or Members of the 
Royal College of Physicians. .An honorarium of £21 p.a. is 
allowed towards travelling expenses. 

Applications should be sent as soon as possible to the under- 
signed, from whom full particulars may be obtained. 

10th March, 1944. L. G. BaALN, Assistant Secretary. 
ROYAL FREE HOSPITAL, Gray’s Inn-road, W.C.|. Applications 
are invited from registered medical Women practitioners for 
the appointment of ASSISTANT PATHOLOGIST at the above 
Hospital, which is now vacant. Salary according to experience. 
Minimum #360. 

Applications, stating age, qualifications, and experience, 
accompanied by copies of 3 recent testimonials, should be 
sent to the undersigned on or before the 3ist March. All 
information may be obtained from— 

RicHARD T. BARTLEY, Secretary. 

ALBERT DOCK SEAMEN’S HOSPITAL AND FRACTURE 
CLINIC, Alnwick-road, E.16. Applications are invited from 
registered medical practitioners for the appointment of HOUSE 
PHYSICIAN (B2), now vacant. Salary is at the rate of £200 p.a., 
with full residential emoluments. KR practitioners who now 
hold A posts may apply, when appointment will be limited to 
6 months. 

Applications, stating age, qualifications with dates, and 
previous experience, accompanied by copies of recent testi- 
monials, to be sent immediately to: F. A. LYON, Secretary. 

Seamen’s Hospital Society, Greenwich, 8.E.10. 

ROYAL NATIONAL THROAT, NOSE, AND EAR HOSPITAL, 
Gray’s Inn-road, London, W.C.1. Applications are invited 
from registered medical practitioners, Male and Female, for an 
appointment of HOUSE SURGEON (B2), vacant Ist April. Salary 
at the rate of £100 p.a., with full residential emoluments. 

i and W practitioners who now hold A posts may apply, when 
appointment will be limited to 6 months; otherwise for 
9 months. 

Applications should be sent on or before 27th March to— 

JoHN H. Youna, Secretary-Superintendent. 
MIDDLESEX COUNTY COUNCIL. Resident Junior Assistant 
MEDICAL OFFICER (B2) for medical duties required at Hillingdon 


, County Hospital, near Uxbridge, Middlesex. Applications 


invited from regis tered medical practitioners, including RK prac- 
titioners who now hold A posts. Salary £250 p.a., plus cost-of- 
living bonus. Board, lodging, and laundry. Whole-time 
duties such as Council may require under supervision of Medical 
Director. Appointment is for 6 months, but may be extended 
for further 6 months (except in case of R practitioners). Post 
vacant Ist May. 

Applications, stating age, nationality, qualifications, present 
post, and previous experience, enc losing copies of not more 
than 3 recent testimonials, to Medical Director, “ B,’’ of 
Hospital. Application forms not provided Closing date 
April, 1944 

No resident ac eameapodation for women. 

RADCLIFFE, C lerk of the County Council. 

Middlesex Guilahell. Westminster, S.W.1. 

MIDDLESEX COUNTY COUNCIL. Resident Medical Officer 
(B1) required at Redhill County Hospital, Edgware, Middlesex. 
Applic ations invited from registered medical practitioners 
(including R and W practitioners holding Bz posts) who should 
preferably have held previous medical appointments. R= prac- 
titioners holding B1 posts ineligible unless rejected by R.A.M.C. 

Salary £350 p.a., plus cost-of-living bonus. Board, lodging. 
and laundry. Whole-time duties entirely medical, such as 
Council may require, under supervision of Medical Director. 
Appointment, subject to medical examination and 1 month’s 
notice, is for 6 months, with possibility of extension to 12 
months. Post vaeant early April. 

Applications, stating age, nationality, qualifications, present 
post and previous experience, enclosing copies of not more 
than 3 recent testimonials, to Medical Director, * B3,’’ of 
Hospital. 
April, 1944. .W. Rapcuirre, Clerk of the County Council. 

Middlesex Guildhall, Westminster, 


LYMINGTON AND DISTRICT “HOSPITAL. (King Edward Vil 
MEMORIAL.) (E.M.S. Grade Al-—150 Beds.) _ Applications are 
invited pom registered medical practitioners. Male and Female, 
for the appointment of HOUSE SURGEON (A), vacant 16th April, 
1944. Salary is at the rate of £200 p.a.. with full residential 
emoluments. Practitioners within 3 months of qualification 
and liable under the National Service Acts may apply, when 
appointment will be for a period of 6 months; otherwise it 
will be for a period to be mutually agreed upon. 

Apply. stating nationality, age, and qualifications and 
experienc e, together with 3 copies of recent testimonials, to the 
Secretary, Lymington and District Hospital, Lymington, Hants. 
THE ST. HELENS HOSPITAL. Applications are invited from 
registered medical practitioners for the appointment of HOUSE 
SURGEON (A), at present vacant. Salary at the rate of £150 p.a.. 
with full residential emoluments. Practitioners within 3 months 
of qualification and liable under the National Service Acts may 
apply, when appointment will be for a period of 6 months. 

Applications, stating age, qualifications with dates, and 
nationality, accompanied by copies of 3 YTrecent testimonials, 
should be sent at once to: Mr. GEORGE HARPER, Secretary. 

The St. Helens Hospital, Lancashire. 


eb forms not provided. Closing date Ist. 
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HIS MAJESTY’S COLONIAL SERVICE 
THE COLONIAL MEDICAL SERVICE 


VACANCIES FOR MEDICAL OFFICERS 
The maintenance of an efficient Colonial Medical Service constitutes a vital part of the national war effort and it is most 


important that 


the Service should be assured of an adequate supply of doctors. 


tary of State for the Colonies therefore invites applications from doctors possessing a medica] qualification registrable 


The Secre 
in the United Kingdom who are British 


subjects and who are under thirty-five years of age. 


Medical Officers are appointed in the first instance for general service. But there are ample opportunities for work in special 


branches of medicine and surgery, in public health and in medical 
scale is from £600 to between 41, ee and £1,120. There are large numbers of super-scale posts to which 


The normal salary 
promotion is made on merit and which carry higher 


Government quarters, in many cases free of rent, and abate Passages to and from the Colonies are provided, and an adequate 


Pension scheme is in force. 
Selected candidates are nee required 
or their first period of leave. 


includi regulations gove' 
at of See Service), 2, Park-stree 


to attend a course of instruction in Tropical Medicine and Hygiene either before 


ion to the Colonial Medical Service, may be obtained from the 


admissi 
ndon, W.1. 


COUNTY BOROUGH OF BLACKPOOL. Public Health Depart- 
MENT. ASSISTANT MEDICAL OFFICER OF HEALTH AND ASSISTANT 
SCHOOL MEDICAL OFFICER (temporary appointment). Applica- 
tions are invited from qualified medical practitioners for the 
above temporary appointment. The salary will be within the 
scale of £500-£700 p.a. (according to experience), plus a tem- 
porary war cost-of-living bonus. Candidates should be over 
military age or otherwise exempt from service with the Forces 
for reasons which must be stated in the application. The person 
opostates will be required to work under the direction of the 
Medical Officer of Health and to perform such duties as may be 
allotted to him in connexion with public health and school 
medical services. Experience in the treatment of infectious 
and venereal diseases will be considered an advantage. The 
appointment will be subject to the provisions of the Local 
Government Superannuation Act, 1937. The selected candidate 
will be required to pass a-medical examination by a duly 
appointed doctor of the Local Authority. 

Applications, stating age, qualifications, and full details of 
experience, accompanied by copies of 3 recent testimonials, 
must be forwarded to the Medical Officer of Health, Municipal 
Health Centre, Whitegate-drive, Blackpool, not later than the 
first post on Monday, 10th April, 1944. 

l4th Mareh, 1944. TREVOR T. JoNES, Town Clerk. 
SURREY COUNTY COUNCIL. Farnham County Hospital, 
Hale-road, FARNHAM. (210 Beds.) Applications are invited 
from registered medical practitioners for the following appoint- 
ments 

RESIDENT ASSISTANT MEDICAL OFFICER (B1). The appoint- 
ment will be available for the further duration of the war and is 
subject to 1 month’s notice on either side. Salary at the rate 
of £350 p.a., plus full residential emoluments. Suitably qualified 
R and -W practitioners holding B2 appointments, also R prac- 
— now hoiding Bl and rejected by the R.A.M.C., may 
apply. 

HOUSE OFFICER (A). Salary at the rate of £120 p.a., with full 
residential emoluments. Practitioner’ within 3 months of 
qualification and liable under the National Service Acts may 
apply, when appointment will be for a period of 6 months ; 
otherwise not exceeding 1 year. 

Apply to the Medical Superinte ndent by 29th March, 1944. 
SURREY COUNTY COUNCIL. St. Helier County Hospital, 
CARSHALTON. (862 Beds.) Applications are invited from 
registered medical practitioners, Male and Female, for the 
appointment of SENIOR RESIDENT AN /ESTHETIST (Bl). Salary 
is, at the rate of £700 p.a., plus full residential emoluments, 
rising to £800 p.a. on Ist April, 1945. Applicants must hold 
the D.A. qualification. Suitably qualified R and W practi- 
tioners holding B2 appointments, also R practitioners now hold- 
ing B1 and rejected by the R.A.M.C., may apply. 

Applications, stating age and experience, and enclosing copies 
of 3 testimonials, should be sent to the Medical Superintendent 
at the Hospital by the 29th March, 1944. 

ROYAL BERKSHIRE HOSPITAL, Reading. Applications are 
invited from registered medical practitioners, Male and Female, 
for the following appointments, vacant Ist May, 1944: 

HOUSE SURGEON (A) (General and Eye). 

RESIDENT MEDICAL OFFICER (A) (Blagrave Branch Hospital) 
and ASSISTANT to Pathologist. 

Salary is at the rate of £150 p.a., with full residential emolu- 
ments. Practitioners within 3 months of qualification and 
liable under the National Service Acts may apply, when both 
appointments will be for a period of 6 months. 

Applications, stating age, qualifications with dates, nationality, 
and present post, and accompanied by copies of 3 recent testi- 
monials, should be sent immediately to- 

>. RYAN. Secretary and House Governor. 
NOTTINGHAM GENERAL HOSPITAL. (712 Beds, including 
E.M.S.) Applications are invited from registered medical 
practitioners (Male and Female) for the appointment of RESIDENT 
CASUALTY OFFICER (A) for the above Hospital. Duties to 
commence on or about 8th May, 1944. Salary at the rate of 
£200 p.a., with full residential emoluments. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may apply, when appointment will be for a period 
of 6 months. & 

Applications, stating age, qualifications, and experience, 
together with copies of testimonials, to be sent 

HENRY M. STANLEY, House Governor and Secretary. 


KENT AND CANTERBURY HOSPITAL, Canterbury. (183 Beds 
and 153 E.M.S. Beds.) Applications are invited from Male 
registered medical practitioners for the appointment of HOUSE 
SURGEON (B2). The salary is £160 p.a., with full residential 
emoluments. KR practitioners who now hold A posts may 
apply, when the appointment will be limited to 6 months. 

Applications, together with 3 recent testimonials, should be 

sent immediately to the Superintendent and Secretary. 
KENT AND CANTERBURY HOSPITAL, Canterbury. (183 Beds 
and 153 E.M.S. Beds.) Applications are invited from Male 
registered medical practitioners for the appointment of HOUSE 
PHYSICIAN (A) and HOUSE SURGEON (A). The salary for each 
post is at the rate of £160 p.a., with full residential emoluments. 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply, when appointments will 
be for a period of 6 months each. 

Applications, together with 3 recent testimonials, should be 
forwarded immediately to the Superintendent and Secretary. 
BRIGHTON COUNTY BOROUGH MENTAL HOSPITAL, 
HAYWARDS HEATH, SUSSEX. TEMPORARY ASSISTANT MEDICAL 
OFFICER (BI post), Male or Female. Salary £525, rising to 
£625 p.a.. with emoluments (apartments, board, and laundry) 
valued at. £100. emoluments in cash if living out. Applicants 
should state experience in child and adult psychiatry and if any 
experience of clinical research. Suitably qualified R and W 
practitioners who now hold B2 posts, also R practitioners who 
now hold BI and are rejected by the R.A.M.C., may apply. 

Applications, accompanied by names of 3 persons to whom 
reference may be made, should be sent to the Medical Superin- 
tendent not later than 8th April, 1944. 75 
NORWICH CITY COUNCIL. Woodlands Hospital. (31! Beds.) 
\pplications are invited from registered medical practitioners 
for the appointment of ASSISTANT RESIDENT MEDICAL OFFICER 
(B2), vacant Ist April, 1944. The salary is at the rate of 
£250 p.a., with full residential emoluments. R and W practi- 
tioners who now hold A posts may apply, when appointment 
will be limited to 6 months ; otherwise for 1 year. 

Further particulars of appointment to be obtained from the 
Senior Medical Officer, Woodlands Hospital, Bowthorpe-road, 
Norwich, and to whom applications should be sent. 

BERNARD D, STOREY, Town Clerk. 

City Hall, Norwich, 15th February, 1944. 

NOTTINGHAM AND MIDLAND EYE INFIRMAY. Applica- 
tions are invited from registered medical practitioners (Male 
and Female) for the appointment of HOUSE SURGEON (B}). 
Applicants should have had some surgical ophthalmic experi- 
ence, Salary according to qualifications and experience with a 
minimum of £200 per annum with full residential emoluments. 
Post recognised for D.O.M.S. examination. Suitably qualified 
R and W practitioners holding B2 appointments; also KR 
practitioners now holding B1 and rejected by the R.A,M.C, may 
apply. 

Applications should be sent cane” % to 

R. Moork, Secretary. 
UNIVERSITY OF BRISTOL. The Watcesiog invites applications 
for a TEMPORARY LECTURER IN PHYSIOLOGY (Grade II), for the 
Session 1944-15. Salary £400—€450, according to qualifications 
and experience. 

Applications should reach the undersigned, from whom 
further particulars may be obtained, on or before 7th April, 1944. 

WINIFRED SHAPLAND, Secretary and Registrar. _ 
NORTH STAFFORDSHIRE ROYAL INFIRMARY, Stoke-on-Trent 
Applications are invited from registered medical practitioners 
for the post of RESIDENT AN-ESTHETIST (B2). Salary is at the 
rate of £185 p.a., with full residential emoluments. R and W 
practitioners who now hold A posts may apply, when appoint- 
ment.will be limited to 6 months, 

Applications, stating age and qualifications, with copy_testi- 
monials, should be forwarded as soon as possible to the House 
Governor, 7 
NORTH STAFFORDSHIRE ROYAL INFIRMARY, Stoke-on-Trent. 
OPHTHALMIC DEPARTMENT. The Committee invites applications 
for the post of HONORARY ASSISTANT OPHTHALMIC SURGEON. 
The post will be tenable, in the first instance, for the duration 
of the war, and an honorarium at the rate of £500 will be granted. 

Applications, stating qualifications, accompanied by 3 copy 
testimonials, should be forwarded as soon as possible to the 
House Governor. 
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SALISBURY GENERAL INFIRMARY. (Vol ital 
225 Beds.) Applications are invited from ra iy medical 
practitioners for the appointment of two HOUSE SURGEONS (A), 
vacant now and early April respectively. Salary at the 
rate of £150 p.a., with full residential emoluments. Practi- 
tioners within 3 months of qualification and liable under the 
National Service Acts may also apply, when appointment will be 
fora period of 6 months, Applications, stating age, nationality, 
qualifications and experience, together with copies of recent 
testimonials, should be sent to : JOHN WILLIAMS, Superintendent 
and Secretary. 
VICTORIA HOSPITAL, Accrington. Applications are invited 
from registered medic al practitioners, Male, for the appointment 
of & HOUSE PHYSICIAN (A) at a salary of £175 p.a., with full 
residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
also apply, when appointment will be limited to 6 months. 

Applications, with copies of testimonials, to Honorary 

Secr:tary, Victoria Hospital, Accrington. 
ROCHDALE INFIRMARY, Lancs. (110 Beds.) The Board of 
Management invite ale dor the from registered medical practi- 
—: Male and Female, for the following appointments, vacant 
sho 

HousE Puysician (A). Duties include work in the Ophthal- 
mic, Aural, and Gynescological Departments, as well as medical 
clinic, and affords excellent opportunity for experience. 

SECOND HOUSE SURGEON (A). Salary in each case £150 p.a., 
with full residential emoluments. The successful candidates 
must be members of a Medical Defence Society. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may apply, when appointments will be for a period 
of 6 months. 

Applications to : W. WYNNE, Superintendent and Secretary. 

ROTHERHAM HOSPITAL. Second Casualty Officer and House 
SURGEON (A) to Ear, Nose, Throat, and Eye Departments, 
—— now. Sala 225 p.a., with full residential emoluments. 

lications are invited for this ap —— 
wit n 3 months of qualification and 

Service Acts may apply, when appointment will be for a period 
6 months. 

Applications chen be sent at once to— 

___T. H. FLETCHER, Secretary-Superintendent. 

VICTORIA # FIOSPIFALS Burnley. (169 Beds.) Applications are 
invited from registered medical practitioners for the following 
appointments :— 

HOUSE PHYSICIAN (A), vacant early May. 

2 HQUSE SURGEONS (A), vacant early April and early May 
respectively. 

The salary in each case is at the rate of £150 p.a 
residential emoluments. Practitioners within 3 
qualification and liable under the National Service Acts may 
apply, when appointments will be for a period of 6 months. 

Applications to be sent to: J. E. WHEATCROFT, Secretary. 
THE ROYAL HOSPITAL, Wolverhampton, (Incorporated under 

Royal Charter.) (310 Beds.) Applications are invited from 
registered medical practitioners, Male, for the appointment of 
HOUSE SURGEON (B2),, Fracture and Orthopedic Department, 
vacant 24th Mare Salary is at the rate of £150 p.a., with full 
residential emoluments. RK practitioners who now hold A posts 
may apply, —— the appointment will be limited to 6 months. 

6th March, 1924. W. CockKBURN, House Gevernor. 
SORT GENERAL HOSPITAL. (408 Beds.) Applica- 
tions are invited immediately from registered medical practi- 
tioners, Male or Female, for the post of HOUSE SURGEON (A). 
Salary at the rate of £150 p.a., with full residential emoluments 
Practitioners within 3 months of qualification and liable under 


., With full 
months of 


the National Service Acts may apply, when the appointment 
will be for a period of 6 months 
Applications, stating age, qualifications with dates, and 


nationality, should be sent as soon as possible to— 

GORDON 3S. STURTRIDGE, Superintendent. 
NORTH STAFFORDSHIRE ROYAL INFIRMARY, Stoke-on- 
TRENT. Applications are invited from registered medical 
practitioners for the appointment of ORTHOPADIC HOUSE SUR- 
GEON (A). Salary is at the rate of £185 p.a., with full residential 
emoluments ; the post offers exceptional “experienc e. Practi- 
tioners within 3 months of qualification and liable under the 
National Service Acts may also apply, when appointment will 
be for 6 months 

Applications to be forwarded as soon as possible to the 

House Governor. 
BEXHILL HOSPITAL, Bexhill-on-Sea. Applications are Lay 
from registered medical practitioners, Male or Female, for the 
appointment of HOUSE SURGEON (A). Salary is at the rate of 
£175 p.a., with full residential emoluments. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may apply, when appointment will be for a period 
of 6 months. 

Applications, stating age, qualifications with dates, nationality, 
and copy testimonials, to be addressed to the Secretary as soon 
as possibie 
BUCKS COUNTY COUNCIL. Public Health Department. 
Applications are invited from registered Women practitioners 
for the post of HOUSE PHYSICIAN (B2) at the Emergency 
Maternity Home, Shardeloes, Amersham. The appointment 
will be for a period of 6 months. The home of 48 Beds is set 
up under the Government Evacuation Scheme and receives all 
types of maternity cases. The successful candidate will work 
under the supervision of the Resident Obstetric Consultant. 
The salary is at the rate of £200 p.a., with full residential 
emoluments. Practitioners within 3 months of qualiffeation 
and liable under the National Service Acts may apply. 

Forms of application may be obtained from the County 
Medical Officer, County Offices, Aylesbury, and should be 
returned to_bim not later than 3rd April, 1944, accompanied 
by copies of not more than 3 recent testimonials 

County Offices, Aylesbury, 7th March, 1944 

26 


‘HULL 


DERBYSHIRE ROYAL INFIRMARY, Derby. (Voi ital 
Total Beds 416, plus 230 E.MS.) Applications are “yo 
from registered medical practitioners (Male and Female) for 
the appointment of Casu ALTY OFFICER (A), vacant now. 
Salary is at the rate of £200 p.a*, with full sosideattel emoluments. 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may also apply, when appointment 
will be for a period of 6 months. 
Applications should be sent to— 
ARTHUR TAYLOR, Superintendent and Secretary. 


PRESTON ROYAL INFIRMARY. Applications are invited 
from registered medical practitioners, Male and Female, for the 

appointment of CASUALTY OFFICER (B2), vacant shortly. Salary 
at the rate of £200 full residentialemoluments. Rand 


w Leger neg h ding A posts may also apply, when a int- 
ment will be limited to 6 months. e nk wan 


Applications to the Superintendent-Secretary. : 
ROYAL HAMPSHIRE COUNTY HOSPITAL, Winchester 
(462 Beds.) Applications are invited from registered medical 
practitioners (Male) for the appointment of RESIDENT RESUSCITA- 


TION OFFICER AND ASSISTANT PATHOLOGIST (B1), vacant 
Applicants should have held house appoint- 
ments. 


Duties will include hospital transfusions, grouping and 
bleeding of donors. The post will be combined with that of 
Assistant Pathologist, House Physician, or Resident Anges- 
thetist, ——- to previous qualifications and experience. 
Salary is at the rate of £200 p.a., with full residential emolu- 
ments. Suitably qualified R practitioners holding B2 appoint- 
ments, also those holding Bl and rejected by the R.A.M.C,, 
may apply. 

Applications, stating age, qualifications with 
eee should be sent immediately to— 


STanBurY, Acting Superintendent and S¢cretary. 
10th March, 1944 


cITY AND COUNTY OF BRISTOL. Department of Public 
ALTH. HAM GREEN HOSPITAL AND SANATORIUM. Applications 
are invited from registered medical practitioners, Female, for 
the appointment of ASSISTANT RESIDENT MEDICAL OFFICER (B2) 
at Ham Green Hospital. Salary is at the rate of £200 p.a. 
with full residential emoluments for an appointment limited to 6 
months, £250 p.a. for 2nd 6 months if — pointment is for 1 year. 
W practitioners who now hold A posts may apply, when the 
appointment will be limited to 6 months; otherwise for 1 year. 
Application forms may be obtained from the undersigned to 
whom they must be returned, accompanied by copies of not 
more than 3 recent testimonials, forthwith. 
R. H. Pa ARRY, Medical qetece of Health. 
Kenwith Lodge, Westbury Park, Bristol, 6 
BURTON-ON-TRENT GENERAL INFIRMARY. Applications are 
invited from registered medical practitioners (Male) for the 
appointment of CASUALTY OFFICER AND HOUSE PHYSICIAN (A), 
now vacant. Salary at the rate of £200 p.a., with usual 
residential emoluments. Practitioners within 3 months of 
ualification and liable under the National Service Acts may 
o apply, when appointment will be for a period of 6 months 
“Applications to— 
pe W. THORNLEY, Superintendent and Secretary. 
FUDOEREFELD ROYAL INFIRMARY. (32! Beds.) House 
SURGEON (A) required to commence as soon as possible. 
Salary at the rate of £150, with full residential emoluments 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply, when appointment will 
be for a period of 6 oe 
Applications should sent as soon as possible to— 

H. J. JonNson, General Superintendent and Secretary. 
HUDDERSFIELD ROYAL INFIRMARY. (32! Beds.) Resident 
ANAESTHETIST AND ASSISTANT CASUALTY OFFICER (A), required 
to commence as soon as possible. Salary at the rate of £150 p.a. 
po full resident emoluments. Practitioners within 3 months 

tg ation and liable under the National Service Acts may 
ply, when appointment will be for a period of 6 months. 
polications to— H. J. JOHNSON 
General Superintendent oak Secretary. 
CHELMSFORD AND ESSEX HOSPITAL, London-road, Chelms- 
FORD, ESSEX. (235 Beds.) Applications are invited from 
registered medical practitioners (Male and Female) for the post 
of HOUSE SURGEON (A). Salary £250 p.a., plus board, lodging. 
and laundry. Practitioners within 3 months of qualification 
and liable under the National Service Acts may apply, when 
appointment will be for a period of 6 months. 
Apply, with pee “7. testimonials, immediately to- 
. MORRISH, House Gove rnor and Secretary. 
ROYAL “INFIRMARY. Applicati are i from 
registered medical peeemtogers for the posts of 2 CASUALTY 
OFFICERS (A), vacant March and April respectively. Salary 
£200 p.a. Each of the posts carries full residential emoluments 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply, when appointments will 
be for a period of 6 months. 
Applications should be 
R. J. House Governor. 
THE WEST RIDING OF YORKSHIRE MENTAL HOSPITALS 
BOARD. PINDERFIELDS EMERGENCY HOSPITAL, WAKEFIEL!). 
Applications are invited from registered Male medical practi- 
tioners for the appointment of RESIDENT SURGICAL OFFICER (B1). 
vacant immediately, for a general Surgical Unit in a Hospital 
of 1500 Beds. Applicants should have held a house appoint- 
ment and have had surgical experience. Preference will be 
given to candidates holding higher qualifications. Salary £350 p.a. 
or according to experience. Suitably qualified R practitioner~ 
now Red B2 posts, also those holding Bl and rejected by 
the R.A.M.C., may apply 
Applie ations. with hall details, to be submitted to the Medical 


dates, and 


Superintendent. Emergency Hospital, Wakefield, 
forthwith ». BANNER, Clerk of the Board. 
Board Offices, W akefield. “March. 1944. 
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CITY OF MANCHESTER. Crumpsali Hospital. (1400 Beds.) 
TEMPORARY RESIDENT OBSTETRICAL OFFICER (B1). Applications 
are invited from registered medical practitioners, Male or Female, 
for the above-mentioned appointment, vacant 3rd May, 1944 
The appointment will be temporary for the duration of the war. 
Candidates must have had previous experience in obstetrics and 
gynecology, and preference will be given to those holding the 
M.R.C.0.G. qualification. The Maternity Department at the 
Hospital contains 130 midwifery beds and 48 gynecolegical 
beds. Salary, on seale, in accordance with the Manchester 
Corporation conditions of service commencing at £400 p.a., 
rising by annual increments of £25 to a maximum of £500. 
together with full residential emoluments in addition. The 
salary is subject to a temporary cost-of-living wages addition. 
The commencing cash remuneration at present is £416 18s 
Suitably qualified R and W practitioners holding B2 appoint- 
ments, also R practitioners holding B1 and rejected by the 

A.M.C., may apply. 

Full information and forms of application may be obtained 
from the Medical Officer of Health, Hospitals Administration 
Section, G.P.O. Box 399, Town Hall, Manchester, 2, and all 
applications must be received by him not later than 27th Mare h, 
1944. Canvassing in any form is prohibited. 

R. Apcock, Town Clerk. 

Town Hall, Manchester, 2, Ist March, 1944 
OLDHAM LABORATORY “GARD Appointment of Medical 
DIRECTOR. The Oldham Corporation and the Governors of the 
Oldham Royal Infirmary have agreed to establish a Joint Board 
to be responsible for the Pathologic: al Services for the Borough. 
The Services will include work in connexion with: (1) the 
Oldham Royal Infirmary (250 Beds); (2) the Boundary Park 
General Hospital (430 Beds); (3) the Westhulme Hospital for 
Infectious Diseases (94 Beds) ; ; (4) the Strinesdale Sanatorium 
(57 Beds); (5) the Public Health Department (including 
Venereal Diseases Services, Tuberculosis, &c.), and such other 
work as the Board may decide to undertake. 

The Board will shortly proceed to appoint a Pathologist to 
act as Medical Director of the Service. The salary will be at 
the rate of £950 p.a., rising by annual increments of £50 to a 
maximum of £1100 p.a. The post will be a whole-time one, 
and the Medical Director will be eligible for me ——— of the 
Federated Superannuation Scheme for Nurses and ospita 
Officers. The selected candidate will not be allowed to co 
in private practice, and all fees received must be paid into the 
Board’s account. The appointment will be for the duration of 
the war. The consent of the Minister of Health has been 
obtained to the making of this appointment. 

Applications, stating qualifications, age, and full particulars 
of experience, and accompanied by copies of 3 recent testi- 
monials, should be sent to arrive not later than Tuesday, the 
28th March, 1944, to— 

F. B ARNETT, Secretary to the Laboratory Board. 
clo The Oldham Royal Infirmary. 


rough o wes. aford 
URBAN DISTRICT COUNCIL. CHAILEY RURAL DISTRICT COUNCIL 
Applications are invited from registered medical practitioners 
for the temporary whole-time joint appointments of MEDICAL 
OFFICER OF HEALTH for the Borough of Lewes, the Urban 
District of Seaford, and the Rural District of Chailey, scHoo1 
MEDICAL OFFICER for the Borough of Lewes, and ASSISTANT 
SCHOOL MEDICAL OFFICER for the East Sussex County Council 

Applicants must possess a registrable degree or Diploma in 
Public Health, and preference will be given to those with 
previous experience in the duties of the office 

The total salary for the joint appointments will be at the 
rate of £1000 p.a., with £100 p.a. travelling allowance. 

The appointment will be subject to 3 months’ notice on 
either side and, in so far as applicable, to the provisions of the 
Local Government Superannuation Act, 1937, for which purpose 
the successful candidate will be required to pass a medical 
examination 

Forms of application and further particulars of the appoint- 
ments may be obtained from the undersigned up to the 20th 
March, 1944, and the completed forms should reach the under- 
signed not later than the 25th day of March, 1944 

A. F. PERKINS, yg Oe the Chailey Rural District Council. 

Council Offices, 31, High-street, Lewes. 

NORTHUMBERLAND COUNTY COUNCIL. Applications are 
invited from registered medical practitioners with special 
experience in antenatal work and the care of infants for the 
post of ASSISTANT MATERNITY AND CHILD WELFARE OFFICER. 
The practitioner appointed will be a member of the staff of the 
County Medical Officer and will carry out duties in connexion 
with the Maternity and Child Welfare Service, together with such 
other duties as the Council may from time to time decide. 
Salary will be £500 p.a., rising by annual increments of £25 
to £700. Previous experience will be taken into consideration 
in Sains the commencing salary within the scale. The post 
will be designated under the Local Government Superannuation 
Act, 1937, and the successful candidate will be required to pass 
a medical examination. 

Forms of application may be obtained from the undersigned 
and should be returned not later than 25th March, 

JouHN B. TILLEY, County Medical Officer 

County Hall, Newcastle upon Tyne, . 

THE BOLTON ROYAL INFIRMARY. (245 Beds.) Applications 
are invited from registered medical practitioners, Male and 
Female, for the following appointments :— 

HOUSE PHYSICIAN (B2). Salary £200 p.a., with full residential 
emoluments. R and W practitioners who now hold A posts 
may apply, when appointment will be limited to 6 months. 

HOUSE SURGEON (A). Salary £175 p.a., with full residential 
emoluments. Practitioners within 3 months of qualification 
and liable under the National Service Acts may apply, when 
appointment will be for a period of 6 months. 

Applications, stating age, nationality, and experience, 
together with copies of testimonials, to be forwarded to— 

JOSEPH GRIFFITH, Superintendent-Secretary 


THE GLOUCESTERSHIRE ROYAL INFIRMARY (Voluntary 
GLOUCESTER. (5 Residents—382 Beds, including 

43 E.M.S.) Applications are invited from registered medical 
to Bh ato Male or Female, for the following vacant posts: 
CASUALTY OFFICER (A), HOUSE SURGEON (A) Salary for each 
post is £150 p.a., with the usual residential emoluments 
Duties commence immediately. The appointments will be for 
6 months, but may be terminated by 1 month’s notice on cither 
side. Practitioners within 3 months of qualification and liabl 
under the National Service Acts may also apply 

Applications, stating age, qualifications with dates, nationality, 
and accompanied by copies of 3 recent testimonials, should b« 
addressed immediately to the House Governor, Royal Infirmary, 
Gloucester 
BRISTOL CITY AND COUNTY MENTAL HOSPITAL, Fishponds. 
Applications are invited from registered practitioners, including 
R and W practitioners holding B2 appointments and R practi- 
tioners holding Bl and rejected by the R.A.M.C., for the post 
of TEMPORARY ASSISTANT MEDICAL OFFICER (B1) Salary 
£525 p.a., rising to £600 by annual increases of £25 (plus cost- ot- 
living bowus), with full residential emoluments and with excellent 
facilities and opportunity for study and research Extra 
£50 p.a. for D.P.M 

Applications to be addressed to the Acting Medical Superin- 
tendent, Bristol Mental Hospital, Fishponds, Bristol. 

THE JESSOP HOSPITAL FOR WOMEN, Sheffield. Applications 
are invited from registered medical practitioners, Male and 
Female, for the appointment of HOUSE SURGEON (B2), vacant 
4th April. Salary at the rate of £100 p.a., with full residentia! 
emoluments. R and W practitioners holding A posts may al-« 
apply, when appointment will be limited to 6 months. Member- 
ship of a Medical Defence Society is a condition of appointment 

Applications, stating age, qualifications with dates, nationality, 
and present post, and accompanied by copies of 3 recent testi- 
monials, should be sent to— 

DAVID OSWALD, Superintendent and Secretary 

THE SOUTHAMPTON CHILDREN’S HOSPITAL AND DIiS- 
PENSARY FOR WOMEN. Applications are invited from registered 
medical practitioners, Men or Women, for the appointment of 
RESIDENT MEDICAL OFFICER (A), vacant 21st March. Salary i- 
at the rate of £150 p.a., with full residential emoluments 
Practitioners within 3 months of qualification and liable unde: 
the National Service Acts may also apply, when appointment 
will be for 6 months. 

Applications, stating age, qualifications with dates, and 
nationality, and accompanied by 3 testimonials, should be sent 
immediately to: ELLA K. MATTHEWS, Secretary 
CHESTER ROYAL INFIRMARY. (Normal capacity 225 Beds.) 
Applications are invited forthwith from registered medica! 
practitioners (Male and Female) for the appointment of CASUALTY 
OFFICER AND ANZSTHETIST (A). Salary is at the rate of 
£150 p.a., with full residential emoluments. The appointment 
will be for a period of 6 months. Practitioners within 3 months 
of qualification and liable under the National Service Acts 
may apply: 

Applications, stating age, qualifications with dates, and 
nationality, and accompanied by copies of 3 recent testimonials, 
should be sent immediate] 

H. Grace, M.D., F.R.C.P., 
Honorary Secretary, Niodicai Committee. 

THE ROYAL GWENT HOSPITAL, Newport, Mon. (255 Beds, plus 
130 E.M.S. Beds.) Applications are invited from pouissered 
medical practitioners (Male or vous”) for the appointment of 
RESIDENT ORTHOPASDIC OFFICER (Bl) to the Fracture and 
Orthopedic Department. Salary is at the rate of £250 p.a., 
with full residential emoluments. Applicants should have held 
house appointments and have had surgical and fracture experi- 
ence. Suitably qualified R and W practitioners now holding 
B2 appointments, ae R practitioners now holding Bl and 
rejected by the R.A.M.C., may apply. The appointment will be 
for 12 months, with a possible renewal for a second year. 

Applications should be sent at once to— 

ALAN RUDDLBE, Secretary-Superintendent. 

3rd February, 1944. 

ROYAL ISLE OF WIGHT COUNTY HOSPITAL, Ryde, I.W. 
Applications are invited from registered medical practitioners, 
Male and Female, for the appointment of & HOUSE PHYSICIAN 
AND CASUALTY OFFICER (B2), now vacant. The appointment 
will be for 6 months. Salary at the rate of £174 a year, with 
board, residence, and laundry. Rand W practitioners holding 
A posts may also apply 

Applications, stating age, qualifications with dates, and 
nationality, and accompanied by copies of 3 recent testimonials, 
should be sent without delay to: A. S. GorDON, Secretary. 
NOTTINGHAM CHILDREN’S HOSPITAL. Applications are 
invited from registered medical practitioners for the appoint- 
ment of RESIDENT SURGICAL OFFICER (Bl) (Woman), vacant 
lst May, 1944. Applicants should have held house appoint- 
ments and had surgical experience. Salary is at the rate of 
£220 p.a., with apartments, board, “and laundry, and the 
appointment is for 6 months Suitably qualified W practi- 
tioners holding B2 appointments are invited to apply. 

Applications, together with testimonials, stating age, 
nationality, qualifications. and experience, to be sent to the 
Honorary Secretary, King John’s C bambers, Nottingham, 
on or before 21st Marek, 1944 

Selected candidates will be required to attend at the Hospital 
for a personal interview. 

LINCOLN COUNTY HOSPITAL. (Voluntary H i—200 
Beds.) Applications are invited from registered me “aieal practi- 
tioners, Male or Female, for the appointment of HOUSE 
SURGEON (A), now vacant. Salary is at the rate of £175 pa, 
with full residentialemoluments. Practitioners within 3 months 
ef qualification and liable under the National Service Acts may 
also apply, when appointment will be for 6 months. 
Applications to: ARTHUR MOORE, Secretary-Superintendent. 
2nd March, 1944, 
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YORK COUNTY HOSPITAL. (222 Beds.) Applications are 
invited from registered medical practitioners, Male and Female, 
for the appvintment as HOUSE SURGEON (A), whose main duties 
are in the Eye, Ear, Nose, and Throat Department (37 Beds 
with busy Out-patient Clinics), but who will share in the general 
work of the Hospital, also Casualty Duty. Salary is at the rate 
of £175 p.a., with full residential emoluments. This post is 
recognised for D.O.M.S. and D.L.O. examinations. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may apply, when appointment will be for a 
period of 6 months. 

Applications to be sent immediately to— 

J. R. MACKRILL, Secretary. 
YORK COUNTY HOSPITAL. (222 Beds.) Applications are 
invited from registered medical practitioners, Male and Female, 
for the appointment of HOUSE SURGEON (B2), vacant 10th April, 
1 The salary is at the rate of £175 p.a., with full residential 
emoluments. R and W practitioners who now hold A posts 
may apply, when the appointment will be limited to 6 months. 

Applications to be sent to reach the undersigned by 9 A.M. 
on Tuesday, 21st March, 1944. J. R. MAcKRILL, Secretary. 
CAMBORNE-REDRUTH GENERAL HOSPITAL, Redruth, Corn- 
WALL. Applications are invited from registered medical prac- 
titioners, Male and Female, for the appointment of a HOUSE 
SURGEON (A). Salary is at the rate of £200 p.a., with full 
residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
apply, when appointment will be for a period of 6 months. 

Applications to be sent to the Secretary 
SCARBOROUGH HOSPITAL, Yorkshire. (Normally 140 Beds.) 
Applications are invited from registered medical practitioners 
for the following appointments :—- 

RESIDENT SURGICAL OFFICER (B1) for immegiate vacancy. 
Salary is £300 p.a., with full residential emoluments, Suitably 
qualified R and W practitioners holding B2 appointments, also 
R eeienars holding Bl and rejected by the Services, may 
apply. 

= HOUSE SURGEON (A). The appointment is for 6 months 
commencing immediately, and the salary is at the rate of £175 
p.a., with board, residence, laundry, &c. Practitioners within 
3 months of qualification and liable under the National Service 
Acts may also apply. 

Applications, giving particulars of age (testimonials for the 
A post), qualifications, nationality, &c., to be sent immediately 
to the Secretary 
COUNTY BOROUGH OF NEWPORT. Social Welfare 
COMMITTEE. Applications are invited from registered medical 
practitioners, Male or Female, for the temporary appointment of 
JUNIOR RESIDENT MEDICAL OFFICER (A) at Wooloston House 
Emergency Hospital, Newport, Mon. Salary £150 p.a., with full 
residentialemoluments. Allfees, with the exception of coroners’ 
fees, are payable to the Social Welfare Committee. Practi- 
tioners within 3 months of qualification and liable under the 
Nationa] Service Acts may apply, when the appointment will 
be for a period of 6 months ; otherwise for a period of 12 months. 

Applications, accompanied by copies of 2 recent testimonials, 
should be sent at once to :—Tom Kay, Director of Social Welfare, 
Town Hall, Newport, Mon. 

THE PRINCE OF WALES’S HOSPITAL, Plymouth. Applications 
are invited from registered medical practitioners for the appoint- 
ment Of HOUSE SURGEON (A) to the Special Departments and 
Casualty Officer, for duty at the Greenbank Road Section, 
vacant 20th March. Salary is at the rate of £175 p.a., with full 
residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
apply, when appointment will be for a period of 6 months. 

ARTHUR R. Casu, General Superintendent. 

Head Office, Greenbank-road, Plymouth, 2nd March, 1944. 
ROYAL UNITED HOSPITAL, Bath. Applications are invited 
from registered medical practitioners for the appointments of 
HOUSE PHYSICIAN (A) and 3 HOUSE SURGEONS (A). Salary foreach 
post £150 p.a., with board, residence, and laundry. Practi- 
tioners within 3 months of qualification and liable under the 
Nationa] Service Acts may apply, when appointments will be 
for a period of 6 months. 

Applications at once to— 


J. LAWRENCE MEARS, 
8th February, 1944. 


Secretary-Superintendent. 


COUNTY BOROUGH OF BURNLEY. Applications are invited 
from registered medical practitioners (either sex) for the appoint - 
ment of ASSISTANT MEDICAL OFFICER OF HEALTH, The duties 
will be mainly those connected with maternity and child welfare 
and the Council’s Maternity Hospital. 

The salary will be £600 p.a., rising, subject to satisfactory 
service, by £25 p.a. to*a maximum of £700 p.a., plus war bonus 
according to cost of living, less a deduction of £125 p.a. for 
board, lodging, and laundry. 

The successful candidate will be required to devote whole 
time to the service of the Council and to reside in the quarters 
provided. 

The appointment will be subject to the provision of the Local 
Government Act, 1937, and the- successful candidate will be 
required to pass a medical examination. 

Further particulars of duties, conditions of appointment, and 
forms of application may be obtained from the Medical Ofticer 
of Health, 27, St. James’s-street, Burnley, to whom applications, 
together with copies of 3-recent testimonials, should be sent not 
later than 30th March, 1944. | ARCHIBALD GLEN, Town Clerk. 

Town Hall, Burnley, 27th February, 1944. 
registered medical practitioners, Male and Female, for the 
following appointments, vacant at an carly date. It is desirable 
that candidates should be interested gn orthopedic work, as 
Exminster Hospital is a Fracture A Hospital and has 220 
Fracture and Orthopedic Beds :- 

RESIDENT HOUSE SURGEON (B2). The salary_is at the rate of 
£200 p.a., with full residential emoluments. R and W practi- 
tioners who now hold A posts may apply, when appointment will 
be limited to 6 months ; otherwise may be extended to 1 year. 

HOUSE SURGEON (A). Salary at the rate of £120 p.a., with 
full residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
apply, when appointment will be for a period of 6 months ; 
otherwise may be extended to 1 year. 

Applications, stating age, qualifications with dates, and 
ees and accompanied by copies of 3 recent testimonials, 
should be sent as soon as possible to the Medical Superintendent, 
Exminster Hospital, Exminster, near Exeter, Devon. _ 
BOOTLE GENERAL HOSPITAL, Linacre-lane, Bootle, Liver- 
POOL, 20. The Board of Management invite applications for an 
HONORARY PHYSICIAN to the Hospital. Candidates must possess 
a degree in medicine at one of the universities of the United 
Kingdom, or be a Fellow or Member of one of the Royal Colleges 
of Physicians of the United Kingdom. In accordance with war- 
time practice, the appointment will be for the duration of the 
war, or for such other period as the Board may determine. 
Testimonials are not required, but candidates should give the 
names of 3 persons to whom reference may be made. 

Applications should be sent not later than 24th March, 1944, 
to the Superintendent, Bootle General Hospital, Liverpool, 20. 
DONCASTER ROYAL INFIRMARY. Applicati are invited 
from medical practitioners (Male or Female) for the appointment 
of HOUSE SURGEON (A). The appointment will be for 6 months. 
Salary £175 p.a., with full residential emoluments. This large 
industrial area offers excellent opportunities for gaining experi- 
ence. Practitioners within 3 months of qualification and 
liable under the National Service Acts may also apply. jl 

Applications, accompanied by not more than 3 testimonials, 
to be sent immediately to— 

LANCASTER, Secretary-Superintendent. 

. Applications 
are invited from registered medical practitioners, Male and 
Female, for the post of RESIDENT ORTHOPXDIC OFFICER (B2), 
vacant Ist April, 1944. Appointment for 6 months. Salary 
is at the rate of £275 p.a., with full residential emoluments. 
Rand W practitioners who now hold A posts may apply. 

Applications, stating age, nationality, qualifications, 
copies of recent testimonials, to the Superintendent. _ 
WEYMOUTH AND DISTRICT HOSPITAL, Weymouth, Dorset. 
Applications are invited from registered medical practitioners. 
Male and Female, for appointment of HOUSE SURGEON (A). 
Appointment for 6 months at salary at rate of £160 p.a., with 
full residential emoluments. Practitioners within 3 months of 
qualification and liable under National Service Acts may apply. 

Applications, with copy testimonials, to be addressed to the 
Secretary-Superintendent as early as possible. 
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CITY OF LIVERPOOL. Bacteriological Department. Applica- 
tions are invited from registered medical practitioners for the 
post Of an ASSISTANT BACTERIOLOGIST at a salary of £500 p.a. 
increasing by annual increments of £25 to £700 p.a., and war 
bonus. Applicants should have had experience of. bac ‘terio- 
logical methods and of the work of a public heaith bacteriological 
laboratory. 

The officer appointed will be required to devote his whole 
time to the duties under the direction of the City Bacteriologist, 
and the appointment is subject to the Standing Orders of the 
City Council. The successful applicant will be required to pass 
a medica! examination. 

The post will be of a temporary nature for the duration of the 
war, after which the question of permanency will be considered. 

Applicants not liable for miNtary service will be given 
preference for the position. 

The consent of the Minister of Health has been given to the 
making of the appointment. 

Applications, stating age and qualifications, and giving details 
of training and experience in bacteriology, together with copies 
of not more than 3 recent testimonials, should be sent in an 
envelope endorsed Assistant to the under- 
signed not later than 3lst March, 1944 

Canvassing of members of the City C oune il, either directly or 
indirectly, will be regarded as a ea a ation 

H. BAINES 

Municipal Buildings, L iverpool, 2, Sith March, 194 


COUNTY OF LINCOLN—PARTS OF LINDSEY. =. Health 
DEPARTMENT. COUNTY INFIRMARY, LOUTH. Applications are 
invited from registered medical practitioners, Male or Female, 
for the appointment of a RESIDENT MEDICAL OFFICER (A). 
Salary at the rate of £180 p.a., with full residential emoluments. 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply, when appointment will 
“3 limited to a period of 6 months ; otherwise not exceeding 
year. 

Applications should be sent as soon as possible to the Surgeon 
and Medical Superintendent, County Infirmary, Louth, Lines. 
Testimonials should not be sent but applications should give 
full particulars of the candidate together with the names of 
2 persons to whom reference can be made. 

County Offices, 7th March, 1944. 

MANCHESTER ROYAL INFIRMARY. The Board of Management 
invite applications from registered medical practitioners for the 
appointment of RESIDENT REGISTRAR (B2) to surgical out- 
patients, vacant shortly. The appointment is for 6 months at 
a salary of £150 p.a., with residence. R and W practitioners 
who now hold A posts may apply. 

Applications, stating age, qualifications, and nationality. to 
be sent to the Chairman of the Medical Board not later than 
27th March, 1944. By Order, 

F. J. CABLE. General Superintendent and Secretary. 

sth March, 1944. 

HERTFORD COUNTY HOSPITAL, 47, North-road, Hertford. 
(236 Beds, ineluding E.M.S.) Applications are invited from 
registered medical practitioners for the appointment of HOUSE 
SURGEON (A), vacant Ist April, 1944. The normal period of 
appointment is 6 months. Salary is at the rate of £150 p.a., 
or according to experience, with full residential emoluments. 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply. 

Applications should besent to: P.G. BRooKs, House Governor. 
WELSH BOARD OF HEALTH. Regional Blood Transfusion 
SERVICE. Applications are invited from registered medical 
practitioners for the post of ASSISTANT to the Regional Blood 
Transfusion Officer for Wales. The post is an E.M.S. appoint- 
ment and the salary at the rate of £250 to £350 p.a., according 
to experience, with a living allowance of £100 p.a. The work 
includes the bleeding of very large numbers of blood donors, 
instruction to medical officers. students. and nurses in trans- 
fusion work, resuscitation work as occasion arises, and a small 
amount of A crowns work. The post provides an ideal oppor- 
tunity for obtaining experience in transfusion work. The 
appointment is in the first instance for a period of 3 months, 
and is renewable. 

Applications, in writing, should be made to the Establishment 
Officer, Welsh Board of Health, Cathays Park, Cardiff, not later 
than the Ist April, 1944. ™ 
THE ROYAL CRIPPLES HOSPITAL, Birmingham. (One of 
the largest Orthopwdic Hospitals in the country with 338 Beds 
for acute patients and large Out-patient Department in Birming- 
ham where 111.386 attendances were made in 1943. The 
Hospital is also responsible for staffing Out-patient Clinics in a 
number of adjoining towns.) Applications are invited from 
registered medical practitioners, including R and W  practi- 
tioners who now hold A posts, for the appointment of RESIDENT 
HOUSE SURGEON (B2). vacant Ist April next. Appointment will 
be for 6 months. Commencing salary not less than £200 p.a., 
with full residential emoluments. 

; Applications to the Secretary, 80, Broad-street, 
1am, 15. 

STAFFORDSHIRE MENTAL HOSPITAL, Cheddleton, near Leek. 
Applications are invited for the post of TEMPORARY ASSISTANT 
MEDICAL OFFICER (B1). Salary 7 guineas per week, plus resi- 
dential emoluments. Suitably qualified R and W practitioners 
holding B2 appointments. also holders of B1l appointments 
rejected by the R.A.M.C., are invited to apply. 

Applications to the Medical Superintendent. 
NORTHAMPTON GENERAL HOSPITAL. 


Birming- 


(408 Beds.) Applica- 
tions are invited from registered medical practitioners, Male or 
Female, for the post of RESIDENT ANZESTHETIST (B2). Salary 
at the rate of £200 p.a.. with full residential emoluments. 
R and W practitioners holding A posts may apply, when appoint 
ment will be limited to 6 months. 

Applications, stating age, qualifications with dates, and 
nationality, should be sent as soon as possible to— 

GORDON 8. STURTRIDGE, Superintendent. 


SALFORD ROYAL HOSPITAL. Applications are invited from 
registered medical practitioners (Male) for the appointment of 
HOUSE SURGEON (A) to G.U. Department. Salary at the rate 
of £150 p.a., with full residential emoluments. Appointment is 
for 6 months. Practitioners within 3 months of qualification 
and liable under the National Service Acts niay also apply 

Applications to be made immediately on a special form 
obtainable from- 

B. SHELSWELL, General Superintendent and Secretary 
GRAVESEND AND NORTH KENT HOSPITAL, Kent. Applica- 
tions are invited from registered medical practitioners, Male, 
for the appointment of a HOUSE SURGEON (A), vacant 20th March. 
1944. Salary is at the rate of £175 p.a., with full residential 
emoluments. Practitioners within 3 months of qualification 
and liable under the Nationa! Service Acts may apply, when 
appointment will be for a period of 6 months. 

Applications to: C. E. CHAPMAN, Secretary-Superintendent. 
COLDEAST EMERGENCY HOSPITAL, Sarisbury Green, near 
SOUTHAMPTON. Applications are invited frayn registered medical 
practitioners (Male and Female) for the appointment of 
ASSISTANT MEDICAL OFFICER (B2) at the above Emergency 
Hospital. Salary £350 p.a., with the usual residential emolu- 
ments. R and W practitioners who now hold A posts may 
apply, when appointment will be limited to 6 months. 

Applications, stating age, qualifications with dates, nationality, 
and accompanied by copies of testimonials, to be sent by the 
first post on 3rd April, 1944, to 

A. WILson, Medical Superintendent. 


SOUTHEND MUNICIPAL HOSPITAL. Locum Resident 
ASSISTANT MEDICAL OFFICER require d immediately at the 
Southend Municipal Hospital, Rochford, Essex. Salary 


10 guineas per week. 

Applications in writing to the Medical Superintendent. 
OXFORD. Doctor requires board and iodging in or near Oxford 
for 2 to 3 months in exchange for some medical services (oph- 
thalmie preferred). Willing to teach refraction.— Address, 
No. $13, THE LAaNcerT Office, 7, Adam-street, Adelphi, London 
W.c 
acto, Male and Femaie, required for Locums and Assistant- 
ships. Good salaries paid. Vacancies for Ships’ Surgeons.—Write, 
A. SHAW, Medical Agent, Premier Buildings, 88, Church-street, 


«Liverpool, 1 


Assistant required, either sex, for good-class Country Practices. 
Live in, car provided All duties. Salary by arrangement.- 
Write: Dr. Linpsay, Tavistock, Devon 

Secretary-Typist, driver, figures, seeks individual post, where slight 
defect one ear, taken into consideration for loyalty, charm of 
manner, and hard work.——Address, No. 402, THe LANCET Office, 
7. Adam-street, Adelphi, London, W.C.2. 

Trained Nurse-Secretary wants job in country with doctor or 


dentist. 18 years’ experience West End London. Good salary 
essential._—_Address, No. 412, THe Lancer Office, 7, Adam 
street, Adelphi, London, W.C.2. 

Medical Practices and Partnerships for disposal, Financial 


Assistance can be arranged for purchasers of practices. All 
classes of insurance transacted.—A. SHAW, Medical Agent, 
Premier Buildings, 88, Church-street, Liverpool, 1 
Partnership Share for Sale, ultimate succession if desired.—Address, 
No. 403, THe LANCET Offic e, 7, Adam-street, Adelphi, London, 
.W.C.2 
Half Share for Sale, | year’s purchase, £4000, includes book debts, 
drugs Ex. house to rent £65, option to purchase £1500.— 
Address, No. 405, THE LANCET Office, 7, Adam-street, Adelphi, 
London, W.C.2. 
Mixed Medical Practice, 7 miles Marble Arch. Gross receipts 
£1800. Freehold house easily run. Principals only.—Further 
particulars Box D, 470 Scripps’s, South Molton-street, W.1. 
For Sale, Old-established Practice (over 30 years), residential 
South- west Town.——-Apply : Address. No. ‘11, THe LANcEr 
Office, 7, Adam-street, Adelphi, London. W.C 
Harley Street.—Large Consulting Room with ‘Dark Room and 
Siemens’ four-valve X-ray set for disposal. Everything in 
first-class condition.—Address, No. _ THe Lancet Office, 
7, Adam-street, Adelphi, London, W.€ 
Urgent Case. New or Second-hand Dunlopillo Pillow or 
Cushion required.—Address, No. 401, THE LANCET Office, 
7, Adam-street, Adelphi, London, W.C.2 
Wanted, Leitz Binocular Dissecting Microscope.—Details to 
Secretary. RoyaL COLLEGE OF SURGEONS, Lincoln’s Inn- 
fields, W.C.2. 
Excellent Consulting Room with secretary's room adjoining to Let- 
Inquire 49, Wimpole-street, London, W.1. 
The collection of overdue accounts throughout the British Isles 
has been conducted in keeping with professional ethics for many 
years. No annual —Write : NATIONAL MEDICAL 
PROTECTION Soctety, 80, Leeds-road, Bradford. 
Doctor’s Mother offers home to | or 2 women doctors in South 
Manchester Suburb.—Address, No. 409, THE LANcET Office, 
7, Adam-street, Adelphi, London, W.C.2. 
Doctors’ Private Cars given immediate attention, complete engine 
reconditioning, including rebore, body repairs, and repainting 
All work dene on the premises. New charged batteries supplied 
at once. Loan car arranged to replace your vehicle whilst it is 
being repaired by us.—GOoODWIN PREECE LIMITED, PARK 5667/5, 
Holland Park, W Al. 
Radium : You can hire up to 100 mgms. of Tvadium element made 
up to any required specification, for the moderate fee of £5 fe.. 
from: J.C. GILBERT, LTD., Columbia > Aldwych, W.C.2 


Chancery 6060. 
Harley Street and District—A number of aloes Consulting 
ROOMS are available for full ond part-time use at moderate rents. 
Particulars on & Co. 1, Bentinck-street. 
Welbeck-street, Welbeck 8974. 
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FOR GENERAL PRACTICE 


‘PROSCABIN'’ 
Trade Mark 


Brand of BENZYL BENZOATE EMULSION 25% 
For the treatment of scabies. 
‘Bottles of 40z., 200z., 40oz. 


~«'SALYRGAN' 


(The Original Product) 
Brand of MERSALYL, B.P. 
A powerful diuretic, indicated in cardiac and renal 
cedema, ascites, Meniére’s disease, etc. 
Ampoules‘of | c.c. and 2 ¢.c., in boxes of 5 and 25. 


~«'CIGNOLIN 


(The Original Product) 

Brand of DITHRANOL B.P. 
Indicated in psoriasis, alopecia areata, 
“‘athlete’s foot,” etc. 

Powder in tubes of | g., and boxes of 10 g. 


BAYER PRODUCTS LIMITED 
AFRICA HOUSE - KINGSWAY - LONDON, W.C.2 
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